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This program evaluation examines the effectiveness ofThe Healthy Love
Workshop, sponsored by SisterLove, Incorporated. The purpose ofthe Healthy Love
Workshop is to decrease HIV risk behaviors, reduce the number of sexual partners,
increase sexual abstinence, promote the consistent use ofcondoms, and increase the
number ofpersons taking HIV tests. This workshop specifically focuses on finding ways
to reach African American women by using a culturally-oriented approach. The Healthy
Love Workshop is an empowering intervention that attempts to open the door to a world
ofchoices and positive decision making for its participants. Women attending the
Healthy Love Workshop are compared to women attending the HTV 101 workshop.
While the purpose ofthe HIV 101 Workshop is the same as the Healthy Love Workshop,
the former has no cultural component. Participants were randomly assigned to each
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intervention in order to compare the knowledge learned from participation in the
workshop. A review ofthe literature will be presented for areas including risky sexual
behavior, HIV prevention, and effectiveness ofHIV/AIDS prevention programs. The
literature also explores the Social Cognitive Theory and the Afrocentric perspective as it
relates to the target population. An exploratory design with a pretest and posttest
instrument is used to evaluate the sample of 176 women. The sample consists ofwomen
ofAfrican decent who live in the metro Atlanta area with the following characteristics:
between ages 18 to 69; not pregnant; and at risk for contracting HTV7AIDS. The data was
analyzed using an independent sample t-test and the Statistical Packages for the Social
Science 11.0 for Windows (SPSS). Findings from the analysis show a significant
variance between the two groups. The Healthy Love Workshop was a more effective
intervention in the area ofHIV Testing, Self-efficacy, and HTV Knowledge. The findings
imply that there is a need for a more culturally-centered prevention programs to advance
HIV/AIDS education. The implications ofthese results to social work practice and HIV
prevention education are discussed.
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This chapter explains the HIV and AIDS epidemic and the importance of
HIV/AIDS prevention programs for African American women who are "at risk" for
contracting HIV or AIDS. The purpose of evaluating a HIV/AIDS prevention program is
addressed in this chapter as well as background information of the program to be
evaluated. The statement of the problem is defined through a discussion of the impact of
HIV/AIDS on African American women. The significance of this evaluation is discussed
with concentration on the need for HIV/AIDS prevention programs that ensure effective
inputs that can impact successful outcomes. Finally, this chapter concludes with a
summary of the remaining chapters.
Background of the Problem
According to the World Health Organization, in 2005, over 40 million people world wide
were living with HIV. Over four million people were newly infected with HIV, and three
million AIDS deaths also occurred in 2005 (World Health Organization, 2005). At the
end of 2003,in the United States, an estimated one million persons were living with
HIV/AIDS (Centers for Disease Control and Prevention, 2006). The HIV/AIDS epidemic
also continues to grow in Georgia. By the end of September 2005, there was a total
number of 29,180 AIDS cases reported (Georgia Department of Human Resources,
1
2006).
These statistics show that Acquired Immunodeficiency Syndrome (AIDS) as well
as Human Immunodeficiency Virus (HIV) is still devastating the society with
overwhelming numbers of new cases and deaths all over the world. HIV is the virus that
causes AIDS. This virus may be passed from one person to another when infected blood,
semen, or vaginal secretions come in contact with either broken skin or mucous
membranes of an uninfected person.
In addition, infected women can pass HIV to their babies during pregnancy or
delivery as well as transmit the virus through breast feeding. People with HIV have what
is referred to as HIV infection. Some of these people will develop AIDS as a result of
their HIV infection (CDC, 2006). AIDS stands for Acquire Immunodeficiency
Syndrome. Acquired means that the virus is not hereditary, but it develops after birth
from contact with a disease causing agent. Immunodeficiency means that the disease is
characterized by a weakening of the immune system. Syndrome refers to a group of
symptoms that collectively indicate or characterize a disease. In the case of AIDS, this
can include the development of certain infections and cancers, as well as a decrease in the
number of certain cells in a person's immune system (CDC, 2006).
The ways in which HIV can be transmitted have been clearly identified. HIV is
spread by sexual contact with an infected person, by sharing needles and syringes
primarily for drug injection with someone who is infected, or through transfusions of
infected blood or blood clotting factors. Infection through transfusions is less common in
recent years due to thorough blood screenings. Babies born to HIV-infected women may
become infected before and during birth, or through breast-feeding after birth (CDC,
1999).
At the end of 2003, the Centers for Disease Control and Prevention (CDC)
reported that 160,433 people were infected with HIV through male to male sexual contact
and 98,105 people were infected through male to female sexual contact. Also, 17,328
people were infected with HIV through injection drug use and 4, 858 people were
infected by some other method (CDC, 2006). The CDC estimated that in the U.S., new
infections would occur at the rate of approximately 40,000 persons per year. Of these
new cases, African American and Hispanic heterosexual women represent one of the
fastest growing HIV- positive subpopulations (Mitchell & Linsk, 2004). These statistics
create a new face within the HIV/AIDS epidemic, which is the woman of color. To many
women of color, HIV continues to remain an invisible problem.
According to the 2000 census, African Americans make up 12.3% of the U.S.
population; however, in the U.S., African Americans accounted for 19,206 (50%) of the
estimated 38,730 new HIV/AIDS diagnoses. African Americans are one of the fastest
growing populations to be newly infected with HIV and AIDS. It has also been recently
discovered that African American women are being disproportionately diagnosed with
HIV and AIDS (Crosby, Yarber, DiClemente, Wingood, & Meyerson, 2002). Of the
123,405 women living with HIV/AIDS, 64% were African American. In 2002, HIV
infection was the leading cause of death for African American women aged 25 to 34
years; the third leading cause of death for African American women aged 35 to 44 years;
the fourth leading cause of death for African American women aged 45 to 54 years and
for Hispanic women aged 35 to 44 (CDC, 2006). Research also shows that African
Americans may face challenges associated with greater risk for HIV infection, including:
denial, substance abuse and engaging in sexual activities with "partners at risk" (Dyer,
2004).
Many African American women are now dealing with the men on the "Down
Low" or men engaging in sex with men (MSM), but do not consider themselves gay or
bi-sexual. This underground world has mostly impacted African American women.
Many African American women are unaware that their male partners or significant others
are living the "Down Low" lifestyle, and they proceed to have unprotected sex with them.
In the U.S., HIV/AIDS infection has had a tremendous effect on MSM. In 2004, MSM
accounted for 70% of all estimated HIV infections among adult males and adolescents,
even though only about 5 to 7% of male adults and adolescents in the U. S. identifies
themselves as engaging in MSM activities (CDC, 2006).
The most concentrated region of HIV among African American women is in the
Deep South and rural areas (Reif, Geonnotti, & Whetten, 2006). There are six southern
states that represent the Deep South which include: Alabama, Georgia, Louisiana,
Mississippi, North Carolina and South Carolina. Subsequently, these Southern states have
demographically similar HIV epidemics (Reif et al., 2006). The Deep South also has
some of the highest levels of poverty and uninsured individuals, which can also be
contributing factors to the high HIV rates (Reif et al., 2006). According to the Georgia
Department of Human Resources (2002), Georgia has the eighth highest number of AIDS
cases in the United States with 25,245 of AIDS cases reported. Of the 25,245 cases, 4,390
were women. In 2001, women accounted for one in four Georgians diagnosed with AIDS
and 84% of women with AIDS in Georgia were African American. Most women do not
know whether their sex partner is HIV infected or not (Georgia Department of Human
Resources, 2002).
Purpose of the Evaluation
The purpose of this evaluation is to examine the effectiveness of the SisterLove,
Incorporated HIV prevention program, specifically the Healthy Love Workshop (HLW)
in comparison to the HIV 101 program, which is also offered by the agency. In this
evaluation, the specific prevention needs of African American women or women of
African descent (women who have African ancestors) that are at risk for contracting HIV
or the AIDS virus are addressed. The purpose of the prevention programs are to decrease
risky sexual behaviors, reduce the number of sexual partners, increase sexual abstinence,
increase the consistent use of condoms and other latex barriers, and increase the number
of persons taking HIV tests and getting their test results, specifically for African
American women. This organization has never formally evaluated their prevention
program to assess the effectiveness of the population in which they provide services. This
evaluation was used to identify areas of improvement for future intervention delivery.
SisterLove, Inc. is based in a predominantly African American neighborhood in
the metropolitan Atlanta area where they serve African American women in HIV
prevention. SisterLove, Inc. is a small organization with only eight staff members who
hold advanced degrees in the field of public health. SisterLove, Inc., founded in July of
1989 by Dazon Dixon Diallo, can trace its beginnings to a volunteer group of women
interested in educating communities of women about HFV prevention, self-help, and safer
sex techniques in Atlanta. The mission of SisterLove, Inc. is to eradicate the impact of
HIV and other reproductive health challenges for African American women and their
families. They implement the program through education, prevention, and human rights
advocacy in the U.S. and around the world in countries such as Barbados, Brazil, Canada,
Nigeria, Philippines, and South Africa. SisterLove, Inc. provides services that address
educational and support needs of African American women at risk for contracting HIV as
well as those that are living with HIV.
SisterLove has four programs that help them serve their population which include:
(1) the Health Education and Advocacy Program, (2) the Bridge Leadership Program, (3)
the International Programs, and (4) Careworks Volunteer Program. The Health
Education and Advocacy program provides services that educate, encourage, and support
empowerment. The HLW is the cornerstone of this program and is an empowering
gathering that opens the door to a world of choices and positive decision making for their
participants.
The participants also learn the basics of HIV prevention and transmission, safer
sex practices, reproductive health and human sexuality while affirming their right to take
control of their sexual lives and health. Specially trained volunteers serve as HLW
Facilitators. The HLW was originally designed with the needs of women in mind, but it
can be modified to meet the needs of any audience regardless of gender, age or sexual
orientation with the message that safer sex can be satisfying, sensual and fun. The
Healthy Education and Advocacy Program facilitate individual level interventions,
including prevention case management, along with group level interventions. The
program is open to women in the community who are living with HIV or who are at risk
contracting for HIV.
Next, the Bridge Leadership Program is an effort to integrate a number of issues
that intersect with HIV which include the integration of sexual and reproductive health
and human rights into a cohesive and innovative program area. The purpose of this
program is to implement a strategy to increase involvement of people in HIV, sexual
health and human rights issues for women through organizational relationship building
and shared activities. This organization also provides a structured program focus for
various projects, and it gives greater visibility to the capacity of SisterLove, Inc. to help
strengthen and empower individuals and organizations involved in similar or related
issues.
The International Programs sponsored by SisterLove, Inc. takes place in South
Africa to help combat the spread of HIV. In this program, the goals are to enhance the
capacity of local non-government organizations and community-based organizations and
leadership abilities to manage and promote sustainable mother-to-child-transmission, and
youth-based HIV prevention activities in South Africa. SisterLove, Inc. also provides
training, technical assistance, resource development, knowledge and experience with
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others throughout the world to assist HIV positive women and those working to combat
the effects of HIV in South Africa.
Lastly, in the CareWorks Volunteer Program, volunteers attend group or
individual orientations and participate in basic HIV and Safer Sex Workshops that
provide an introduction to some of the prevention education services provided in the
community. A few volunteer opportunities require additional training that is provided
free of charge for those willing to make a commitment to helping SisterLove, Inc. and
their community.
Description of Intervention
This study is a comparative intervention in which women were randomly assigned
to either HLW or HIV 101 in order to compare their posttest knowledge of HIV, personal
self efficacy, HIV testing after participation in the programs. The HLW is an HIV
prevention program that considers the role of African American culture within the
intervention hosted by of SisterLove, Inc. A trained female staff member with five or
more years of experience in facilitating HLW and HIV training sessions delivered the
HLW intervention to small groups of ten to fifteen participants per session with each
session lasting approximately three to four hours.
The first component of the workshop entitled "Setting the Tone" contains two
exercises. The first exercise is the creation of the "fantasy name". The goal of this
exercise is to help participants relax and feel comfortable about discussing sexuality and
sexual behaviors that might place them at risk for HIV infection and transmission. The
participants select a sexy fantasy name which they will be referred throughout the
duration of the workshop. Participants introduce themselves by their fantasy name, which
helps them feel more comfortable and facilitates the discussion of sexual issues.
The second exercise is referred to as "Synonyms" which helps women recall and
acknowledge their feelings, attitudes and beliefs about words often associated with sex
and sexuality. The facilitator writes words at the top of a large sheet of paper such as:
"penis", "vagina", "sex", and "masturbation". Each sheet of paper is then attached to
walls of the room and participants form small groups near each sheet in order to
brainstorm synonyms for each word, while one of the participants writes the synonyms
on the sheet. After everyone has provided a synonym, a volunteer is asked to read the list
aloud so that everyone feels the effects of hearing words that often trivialize or denigrate
human sexuality. This exercise is followed by a discussion.
The second component of the HLW is entitled "The Facts", and contains three
exercises which include: (1) HIV Fundamentals, (2) Sexually Transmitted Infections
(STIs), and (3) The Look of HIV. HIV Fundamentals is the central informational
component of HLW. The facilitators write down the acronyms "HIV" and "AIDS" on
sheets of paper, and then ask the participants for the meaning of each letter. This activity
leads to a discussion of HIV and AIDS, and how the virus is transmitted. For STIs,
exercise participants learn the names of the most common STIs, the mode of transmission
and common symptoms. In the exercise the look of HIV, participants learn about the
signs and symptoms of HIV infections and various HIV testing options. The purpose of
this exercise is to dispel the myth that one can visibly tell whether someone is living with
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HIV and AIDS and to provide information about the incidence rates of HIV and ADDS in
the United States.
The third and final component is called "Safer Sex" and is comprised of six
activities. The first activity is the risk assessment, which provides participants with
information that will help them reconsider their assumptions or beliefs regarding personal
risk for contracting HIV or other STIs. In the second activity, condom demonstration,
participants are taught correct condom use and disposal. Participants are given a chance
to place a condom on a penis model.
The next activity is the condom race where the participants practice the correct
condom use in a realistic atmosphere with the lights turned off and music playing. The
time pressure of this exercise simulates circumstances when women may need to rapidly
place a condom on an intimate partner. The fourth exercise is the female condom
demonstration where participants learn basic facts about the female condom and discuss
its ability to reduce the risk of transmitting or contracting HIV and other STIs. In the fifth
activity, oral sex, participants learn about the signs and symptoms of HIV infections and
various HIV testing options. The objective is to demonstrate how participants can reduce
their risk of transmitting or contracting HIV and other STIs during oral sex.
The sixth and final activity is the High, Low, and No Risk exercise. Participants are
randomly given cards that describe risk activities. They are then asked to read the card
and say whether the activity is high risk, low risk or no risk for contracting or
transmitting HIV. Participants will receive non-monetary incentives for participating in
the workshop. The incentives include risk reduction supplies and printed educational
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material on how to prevent HIV. The purpose of this activity is to provide participants
with a final opportunity to demonstrate what they have learned about the ways HIV and
other STIs are transmitted.
The HIV 101 workshop is a single-session intervention that uses a didactic
approach to provide basic HIV/AIDS prevention information. The duration of the HIV
101 workshop ranges from two to three hours. HIV 101 workshops are held in
convenient community settings where participants are comfortable (e.g., college
campuses, churches, participants' homes, community centers and SisterLove, Inc.
offices), and each workshop is comprised of an average of 15 women.
Once participants were assembled, the HIV 101 manual was provided in for both
the HLW and HIV 101 workshops and the Evaluation Coordinator began with a brief
welcome and overview of the purpose of the evaluation project, the informed consent
process, assurance of confidentiality and voluntary participation, financial compensation,
various steps involved in the evaluation including pre-intervention through six month
follow-up, and the evaluation instruments. The Evaluation Coordinator remained in the
workshop to answer questions when necessary and check forms for completion. Persons
who do not wish to be included in the evaluation project were given the option to leave
the session or participate in the workshop without completing the evaluation forms.
After reading and signing the informed consent form, all eligible participants
completed the baseline assessment prior to the implementation of the workshop. Data
was also collected at the end of the workshop to assess any changes in knowledge,
attitudes, and beliefs. All participants received risk reduction supplies (e.g., male and
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female condoms) for taking part in the intervention as well as brochures on how to
prevent HIV/AIDS.
The HIV 101 Workshop has four parts: (1) Introduction, (2) HIV/AIDS Facts, (3)
STD Facts, and (4) the Look of HIV. This workshop shows respect for others by using
nonjudgmental language. The HIV 101 Workshop begins with the "Introduction"
activity which shares the purpose of the workshop, and identifies and addresses
participants expectations. "The Opening" sets the tone for the workshop and allows the
Facilitator to advise participants of what they can expect from the workshop. Participants
also learn about the brief history and mission of the agency as well as ground rules and
the agenda for the workshop.
In the second part, "HIV/AIDS Facts" provides basic information about behavior
that may increase a woman's risk of contracting or transmitting HIV. This activity also
describes how people living with HIV can develop AIDS and allows participants to
define the acronyms HIV and AIDS. Participants also learn about the relationship
between HIV and AIDS and the most common ways that HIV is spread. "STD Facts"
provides basic information about some common STIs and their impact upon those living
with HIV. Participants also learn the names, modes of transmission, and symptoms of
some of the most common STIs. The exercise also gives women the opportunity to share
what they know about STIs
The purpose of the third and final part, "The Look of HIV" is to dispel the myth
that one can visibly tell if someone is living with HIV or AIDS, to describe the
differences between anonymous and confidential testing, and provide participants with
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information about the incidence rates of HIV and AIDS in the United States. The
"Closing" activity gives participants an opportunity to ask any lingering questions and
provide feedback regarding the relevance and usefulness of the HIV 101Workshop.
Participants demonstrate their acquired knowledge and skills by summarizing the
workshops content through interactive question and answer/feedback session.
Statement of the Problem
Early in the HIV and AIDS epidemic, relatively few women and female
adolescents were diagnosed (CDC, 2006). Today, women account for more than
one quarter of all new HIV/AIDS diagnoses. There are several challenges facing the
African American community that hinder HIV prevention efforts and the ability of
African Americans with HIV/AIDS to cope with the disease.
According to the CDC (2006), some of these barriers include: poverty, denial,
sexually transmitted infections (STIs), and drug use. Persons who may not have access to
HIV testing or treatment because of poverty may be a cause that impacts prevention.
Some African Americans may believe that HIV and AIDS is not a concern for the
African American community or that HIV and AIDS is mostly a white, gay male disease.
Topics such as homosexuality, sex outside of marriage, drug use, and other sensitive
issues often makes talking about HIV and AIDS a challenge. Finally, African American
may find these discussions even more challenging when already faced with the issues of
race (CDC, 2006).
In 2004, African Americans were about 19 times more likely as whites to have
gonorrhea and about 6 times more likely to have syphilis. Certain STIs can greatly
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increase the chances of contracting HIV. Also, a person who has both HIV and certain
STIs has a greater chance of spreading HIV to others. Injecting drugs is the second
leading cause of HIV infection for African American women and the third leading cause
of HIV infection for African American men. In addition to injecting drugs, people who
use other drugs are more likely to take risks, such as unprotected sex when they are under
the influence. Drug use can also affect treatment for those with HIV, causing them to not
take medicine when needed (CDC, August 2006).
Currently, the CDC supports a wide range of HIV prevention activities in the United
States. These prevention activities include: a collection of behavioral and HIV/AIDS case
surveillance data that documents trends in the epidemic and risk behaviors, programs
conducted by state, territorial, and local health departments, community based
organizations, national organizations, education agencies, capacity building to improve
HIV prevention programs, program evaluation to monitor the delivery and outcomes of
prevention services, and research leading to new strategies for preventing transmission of
HIV/AIDS (CDC, 2006). There has been considerable success achieved in the
prevention of HIV infection in the United States. Prevention success has reduced
incidence rates of HIV infection from more than 150,000 cases per year in the mid-1980s
to approximately 40,000 cases per year since the late 1990s (CDC, 2006).
Despite this success, considerable prevention challenges remain. Racial and
ethnic disparities have increased during the past twenty five years, especially among
African American men and women. Because women are more likely to be infected by
men and AIDS cases due to heterosexual contact are increasing, programs that
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specifically target men will have a beneficial impact on women (Center for AIDS
Prevention Studies, 1998).
HIV prevention programs must continue to evolve to address these challenges,
incorporating biomedical advances and findings and innovations in HIV testing
technologies, and other breakthroughs (CDC, 2006). Many prevention interventions have
been tried with African American women in regards to sexual risky behavior. Most of the
programs speak to male and female condoms usage and do not focus on the cultural
relevance of the participants. Most of the prevention interventions that speak solely to
male condom use are not as effective as the interventions that speak to both male and
female condom usage. Other prevention programs addressed a variety of groups for HIV
prevention in the intervention, which made it difficult to tell whether the intervention for
the prevention of HIV was effective for African American women.
Significance of the Evaluation
This evaluation will help build the capacity of SisterLove, Inc. to evaluate its
ongoing HIV prevention programs in the future. The results of the evaluation can be used
to assess the effectiveness of the HLW, identify aspects of the HLW that requires
improvement, revise and improve the intervention and facilities guides as needed, and
share lessons learned on developing, implementing and evaluating the program with
various stakeholders. The evaluation determines if the cultural center aspect of the
program is effective and what improvements can be made specifically for the cultural
piece of the intervention. The results of the study will enable SisterLove, Inc. to identify
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staff training needs, opportunities for program improvement and obtain funding to
continue implementing the HLW program.
Summary
African American women are at an all time high risk for contracting HIV. Most of
the risk comes from risky behaviors with heterosexual males. According to the CDC
(2006), there are no confirmed cases of female-to-female sexual transmission of HIV in
the U. S. database to date. Although the AIDS cases in the United States are declining,
the cases of women being impacted with the virus is increasing this in turn means that not
enough is being done in the prevention of women. Even though the government
has allocated monies for the prevention for HIV and AIDS since the first case was found
more than twenty five years ago, many of the prevention programs have been focused on
gay and heterosexual men. The new face of AIDS is indeed the minority woman and
more programs should be grounded in meeting the needs of prevention of women of
color. The remaining chapters will speak to the literature of other prevention programs
for women, which focuses on risky sexual behavior and limitations of the literature,
social cognitive theory and how it applies to at risk women. The following chapters
discuss the methodology, evaluation, results, and the implications that social work has
from evaluation of the program.
CHAPTER II
REVIEW OF THE LITERATURE
Overview
In this chapter, a thorough review of the literature is discussed to justify effective
prevention programs for minority women. The literature review focuses on defining risky
sexual behavior, including description of what risky sexual behavior entails and the
commonalities of at risk women who participate in risky sexual behaviors. The literature
will also address types of HIV prevention programs for African American women as well
as the effectiveness of some HIV prevention programs that have been previously
evaluated and studied. This chapter will also contain limitations in the review of the
literature that may be a factor in the evaluation of SisterLove, Inc. The conceptual
framework and the relationship in which it has to the HLW intervention will be addressed
in this chapter as well. This chapter will also state an Afrocentric perspective which will
give a cultural overview of the actions of at risk African American women.
Defining Risky Sexual Behavior
Risky sexual behavior is defined as inconsistent condom use and unprotected sexual
intercourse with multiple partners (Brook, Morofele, Zhang, Brook, 2006). In 2003,
Klein, Elifson, and Sterk examined HIV risk perceptions among a sample of 250 urban,
economically disadvantaged, primarily minority women who perceived themselves to
have no risk for contracting HIV. The purpose of this study was to examine the
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perceptions of women who are at risk on there condom usage.
In this study, risk behaviors were fairly common among the women who reported
that they had no chance of becoming infected with HIV. The findings are probably a
reflection of denial and some women's inability to acknowledge that the things they do
may be placing them at risk for contracting HIV (Klein, et al 2003). Findings such as
these and the present research has led some researchers to conclude that HIV intervention
and educational programs need to address denial and the issues underlying denial very
carefully (Klein, et al 2003).
In another study completed by Foreman (2003), the author describes influences
associated with sexual risk taking among African American college women. The
objective of the study was to understand how college women manage the emotional,
social, and cultural demands of sexual maturation. The sample of the study included 15
African American women, ages 19 to 33, attending a four year university in Southeast
Texas. Each of the women identified as having engaged in sexual intercourse with at least
one male partner within the past year. The findings indicate that inoculation with
education is not a sufficient intervention for sexually active young women (Foreman,
2003). This study suggests that it is essential to concentrate on strategies to increase
personal risk perception, address desires for intimacy, and promote the eroticization of
condoms.
The results from a study completed by Timmons and Sowell (1999) indicated that
a significant proportion of low income African American and Latina women in intimate
relationships had indicators of elevated risk for HIV infection and transmission. The
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authors suggested that successful HIV infection prevention interventions need to address
negative social and economic factors that define the context of many women's lives
(Timmons & Sowell, 1999). The sample included 19 heterosexual African American
women ages 18 to 44 years of age. The procedures of this study involved three focus
groups sessions with the use of a semi-structured guide and audiotapes of each group
session which were transcribed verbatim. Focus group sessions generated a wide range of
descriptions of behaviors that women felt contributed to or was associated with the risk of
HIV transmission. The sessions also revealed descriptions of preventive practices that
women believed were effective in decreasing their risk of HIV infection. Results
indicated that women perceived themselves as victims in society and this perception
limits their propensity to take action in protecting themselves from HIV.
Recent research has described the relationship between self-esteem and HFV-
related risk behaviors and explores what factors predict self-esteem levels of "at risk"
women. Sterk, Klein, and Elifson (2004) recruited a sample of 250 minority women who
lived in study's catchment areas and were considered "at risk" based on the criteria of
being 18 years of age or older and were able to conduct an interview in English. The
results showed that despite these potential limitations, this research has revealed that "at
risk" women's self-esteem is related to a variety of sexual and HFV-related risk
outcomes. A multivariate model was developed to understand the factors that were
related to low self-esteem levels, and discovered five factors including race, religiosity,
money problems, emotional abuse experiences, and drug problems were predictive of
women's self-esteem levels (Sterk Klein, & Elifson, 2004).
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Research on how various living conditions impacts engagement in a range of high
risk behaviors of low income African American women has also been conducted (Gentry,
Elifson, & Sterk, 2005). As previously noted, high risk behaviors also increases risk for
HIV infection. The sample included 45 African American women, who were identified
as at risk for HIV infection and resided in a high risk neighborhood in Atlanta, Georgia.
The objective of the study was to extend knowledge about social conditions, social
interactions, and the meaning of high risk behavior in the lives of African American
women.
Results revealed that various types of living arrangements place women at risk in
different ways and suggest that low income African American women are at high risk for
HIV infection. A group often considered homogenous have unique "within group" needs
that must be addressed in HIV prevention intervention research. Comparison methods
revealed that participants believed their current living arrangements primarily impacted
their risk for drug use and high risk sex. The types of living arrangements that emerged
and indicate that of the 45 participants, 20 (44%) could have been categorized as "street
women" or homeless women (Gentry, Elifson, & Sterk, 2005). The studies presented
show that risky sexual behavior can include different actitivies from having unprotected
sex to having multiple sexual partners. The studies above are implications for prevention
programs for women who are sexual active with men only.
Types of HFV Prevention Programs
There are four types of HIV prevention programs examined in this chapter which
include: (1) HIV prevention programs for women, (2) HIV prevention programs for
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African American women, (3) HIV prevention programs and condom usage for African
American women, and (4) HIV prevention programs for low income African American
women. In 2002, Mize, Robinson, Bockting, and Scheltema completed a meta-analysis
of the effectiveness of HIV prevention intervention for women in the U. S. From 1989-
1997, twenty four articles were included and the authors evaluated five ethnic groupings
over four time periods and three HIV-related sexuality outcome variables. The HIV
interventions appeared effective at improving knowledge about HIV and increasing
sexual risk reduction behaviors for all ethnicities examined at all follow up periods with
one exception. The findings for self-efficacy were found to be less consistent for most
ethnicities (Mize, Robinson, Bockting, & Scheltema, 2002). White, Mixed and African
American groups all had at least one follow up period in which the feelings of self-
efficacy were unchanged by the HIV interventions (Mize et al, 2002). The analysis
presented by Mize et al., (2002) elucidates ethnic differences which may have previously
been obscured while demonstrating convincingly that HIV interventions are generally
effective for women of many different ethnicities. This is encouraging for prevention
researchers and workers to have faith that their interventions help stem the tide of this
devastating epidemic.
In another study by Sormanti, Pereira, El-Bassel, Witte, and Gilbert (2001), the
authors described the significant role of community members during the development
phase of a randomized clinical trial which provided HIV prevention intervention for
African American and Latina women and their main sexual partners. The sample
included 16 women and 13 male partners, who were engaged as "consultants" in a series
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of focus groups between two single sex groups, one with men and the other with women,
and a third group that brought women and their male partners together. The authors noted
that focus group data extended our knowledge about the impact of relationship dynamics
on safer sex negotiation and allowed us to design an intervention that is contextually
specific and pragmatic. Target community members can provide critical input during the
intervention development process and should be recognized as viable and meaningful
collaborators in all phases of intervention research (Sormanti etl, 2001).
Additionally, Beadnell, Stielstra, Baker, et al. (2003) explored whether negative
emotional behaviors might extend to sexual risk taking along with its antecedents in an
adult sample of 78 African American women. The authors noted that ethnic identity has
been found to have a 'protective effect against negative emotional and behavioral
outcomes in adolescents of color'. Also, higher ethnic identity was found to be associated
with less risk taking. Risk behavior antecedents found to be associated with ethnic
identity included those reflecting motivation for the strategies of abstinence and
monogamy, but not such factors as STD/HFV knowledge, motivation for condom use, or
perceived behavioral skills. Future research might profitably use theory based statistical
modeling to understand the association of ethnic identity and risk taking, and mechanism
explaining this relationships (Beadnell et al, 2003).
In a study completed by Beadnell, Baker, Knox, et al. (2003), the authors
examined attrition from a HIV/STD group counseling intervention in two ways which
included: (1) quantitative analyses of the entire sample (n=287) and (2) structured
interviews of a subset of 30 women with low attendance. In the interviews, the most
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common reasons for low attendance were time conflicts and enrolling primarily to obtain
the monetary incentives given for completing research questionnaires. Latent class
statistical analysis of the full sample identified two subgroups that differed from each
other in the number of psychosocial problems recently experienced. Relative to the
'nondistressed' class, the distressed' class members had higher probabilities of
psychological distress, low incomes, heavy substance use, sex for trade, relationship
violence, and unstable housing. This group had higher HIV/STD risk, but lower
intervention attendance (Beadnell, Baker, Knox et al., 2003). The study findings are
consistent with research on the relationship of ethnic identity with other risk behaviors
(Beadnell, Baker, Knox et al., 2003). Women with higher ethnic identity differed from
those with lower ethnic identity on the main dependent variable, risky sexual acts in a 4-
month period. This finding raises the possibility that ethnic identity has a risk reducing
role in the realm of sexual behavior similar to that found with other risk behaviors
(Beadnell, Baker, Knox et al., 2003). While these studies show a variation of prevention
programs that have been implemented for African American women, none of the
programs speak to the cultural relevance issue for African American women.
Effectiveness of HIV/AIDS Prevention Programs
Most of the prevention programs show that programs were effective because
many of the participants changed their behaviors once they were informed of the
implications of sexual risky behaviors. Prevention programs also stated effectiveness by
identifying factors that worked in other programs, recognizing that these same factors
should also be implemented in prevention programs targeting African American women.
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In discussing the effectiveness of HIV/ADDS prevention programs, it is noted in a
study by Chillag, Bartholow, Cordeiro, et al. (2002) that community based organizations
(CBO) play a frontline role in HIV prevention activities. CBOs face formidable
challenges to effective delivery of HIV prevention services including client
characteristics such as homelessness and CBO characteristics such as limited resources
and staff turnover. Despite these obstacles, CBOs are generally well positioned to deliver
services to specific high risk population because they understand their local communities
and are connected to the groups they serve. This qualitative study illustrates that
structural, sociocultural, organizational, and individual client factors both facilitates and
act as barriers to delivery of HIV prevention services. These challenges and successes
help identify critical technical assistance needs (Chillag, Bartholow, Cordeiro, et al.,
2002). The sample CBOs represented 23 distinct geographic locations, and 21 were
located in metropolitan statistical areas with high AIDS prevalence. Participants from 18
CBOs were selected to participate in either a focus group or in 1 of 10 site visits.
Representatives from eight additional CBOs participated in a second focus group after the
completion of the site visits. The findings show that CBOs are unlikely to directly
influence the structural factors that affect access and delivery, but they are able to
mitigate the effects of these factor through delivery of comprehensive services that
address the range of clients' HIV related and other needs (Chillag, Bartholow, Cordeiro,
et al., 2002). To most effectively address structural and sociocultural factors, strong
leadership and coordination are needed at the federal level (Chillag, Bartholow, Cordeiro,
et al., 2002).
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In a randomized controlled trial by Robinson, Uhl, Miner, Bockting, Scheltema,
Rosser, & Westover, (2002) evaluated an innovative culturally specific sexual health
intervention was evaluated which targeted,, but was not limited to, low income African
American women in which HIV and STD prevention strategies were combined with
comprehensive sexuality education. The intervention was delivered and evaluated in
community based settings to 218 participants who were randomly assigned to a treatment
or no-treatment control group. Participants were interviewed at the pretest period as well
as at 3 and 9 months after the intervention to assess changes in both sexuality and HIV
risk variables.
The authors found that the intervention was effective in improving sexual
anatomy knowledge at both the 3 and 9 month follow up periods. For a subset of
participants who were engaging in unprotected sex at pretest, the intervention group
reported an increase in positive attitudes toward the female condom at the 9 month follow
up period (Robinson, Uhl, Miner, et al., 2002). Reasons for the weak treatment effect
were discussed in the context challenges inherent in conducting community based
research with high risk population and sensitive topics (Robinson, Uhl, Miner, et al.,
2002). Recommendations were provided for improving sample attrition, statistical power,
and response bias and for altering the intervention in order to strengthen its impact
Recommendations are that the HIV prevention field needs to integrate sexuality variables
and research in to their prevention curricula and programs and evaluate these programs in
random assignment designs (Robinson, Uhl, Miner, et al., 2002).
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In regards to primary prevention of HIV, Exner, Seal, and Ehrhardt (1997)
reviewed published reports on primary prevention of sexual transmission of HIV with
women, starting from the beginning of the AIDS epidemic through March 1996. All
reviewed interventions were conducted in the U.S., Canada, or Puerto Rico, which
described a psychological, behavioral, or evaluation component in the report. Manual and
computer searches identified 47 studies that targeted women and provided a female
specific analysis of intervention effects. Sixteen of the 47 studies which fulfilled more
rigorous methodological reporting standards were considered separately.
Overall, the findings demonstrated that HIV prevention programs can be effective
in reducing risky sexual behaviors among at risk women. Program effectiveness varied
by intervention type, session duration, and whether studies included only women or both
men and women. The most efficacious HIV prevention programs were specifically
directed toward women, focused on relationship and negotiation skills, and involved
multiple, sustained contacts. Evidence also indicated that community level interventions
hold promise in reducing risky sexual behaviors among this population (Exner, Seal, &
Ehrhardt, 1997).
Limitations of the Literature
A major limitation of the literature reviewed is that none of the studies found take
into consideration the beliefs and attitudes of the African American culture and its
relationship with African American women's willingness to participate in risky sexual
behaviors. It is important to focus on beliefs and attitudes as it relates to culture because
many of these factors could contribute to reasons explaining risky sexual behaviors
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among this population. It is also important to address the taboo behind talking about
sexual risky behavior and HIV prevention in the African American community. It is
believed that the African American community remains in denial about the HIV/AIDS.
As quoted by an anonymous individual (2006), "just because people do not talk about
HIV does not mean it does not exist and does not mean that African American's are not
at risk" (Anonymous, 2006, p.23 ).
Conceptual Framework
The Social Cognitive Theory, which stemmed from the Social Learning Theory
and Behaviorism, dates back to the 1900s. In 1913, Behaviorism, a theory introduced by
John Watson took an extremely mechanistic approach to understanding human behavior
(Stone, 1998). In 1941, Miller and Dollard proposed the theory of social learning; and, in
1963, Bandura and Walters broadened the social learning theory with the principles of
observational learning and vicarious reinforcement.
While refuting the traditional learning theory for understanding the learning
process, in 1977, Bandura provided his concept of self-efficacy (University of Twenle,
2004). The Social Cognitive Theory has its origins in the discipline of psychology, with
its early foundation being laid by behavioral and social psychologists (Stone, 1998). This
theory evolved under the umbrella of Behaviorism, which is a cluster of psychological
theories intended to explain why people and animals behave the way they do. Also,
central to behaviorist study was the notion that contiguity between stimulus and response
determined the likelihood that learning would occur (Stone, 1998).
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The Social Cognitive Theory explains how people acquire and maintain certain
behavioral patterns, while also providing the basis for intervention strategies. Evaluating
behavioral change depends on the factors which include: environment, people, and
behavior. This theory also provides a framework for designing, implementing and
evaluating programs (University of Twenle, 2004). It defines human behavior as a triadic,
dynamic, and reciprocal interaction of personal factors, behavior, and the environment
(University of Twenle, 2004).
According to this theory, an individual's behavior is uniquely determined by each
of those three factors (Stone, 1998). The first interaction between the person and behavior
involves the influences of a person's thoughts and actions. The second interaction
between the person and the environment involves human beliefs and cognitive
competencies that are developed and modified by social influences, and structures within
the environment. The third interaction between the environment and behavior involves a
person's behavior determining the aspects of their environment and in turn their behavior
is modified by that environment (Davis, 2006).
Additionally, the Social Cognitive Theory provides a framework for
understanding, predicting, and changing human behavior. The theory identifies human
behavior as an interaction of personal factors, behavior, and the environment (Davis,
2006). This theory is helpful for understanding and predicting both individual and group
behavior and identifying methods in which behavior can be modified or changed (Davis,
2006). Thus, Social Cognitive Theory is rooted in a view of human agency in which
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individuals are agents, proactively, engaged in their own development and can make
things happen by their actions (Pajanes, 2002).
As previously mentioned, environment, people, and behavior are three factors that
are constantly influencing each other. Behavior is not simply the result of the
environment and the person, just as the environment is not simply the result of the person
and behavior. The environment provides models for behavior and observational learning
occurs when a person watches the actions of another person and the reinforcements that
the person receives (University of Twenle, 2004).
The concept of behavior can be viewed in many ways. First, behavioral capability
means that if a person is to perform a behavior he must know what the behavior is and
have the skills to perform it. While environment refers to the factors that can affect a
person's behavior (University of Twenle, 2004) with the environment factor providing
opportunities and social support for individuals. Finally, self-efficacy is the person's
confidence in performing a particular behavior, and it is approaching behavioral change
in small steps to ensure success (University of Twenle, 2004).
The Social Cognitive Theory is relevant to health communication in many ways.
First, the theory deals with cognitive, emotional and behavior aspects for understanding
behavioral change. Second, the concepts of this theory provide ways for new behavioral
research in health education. As noted by the University of Twenle (2004), the ideas for
other theoretical areas such as psychology are welcome to provide new insights and
understanding.
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This theory also explains how people acquire and maintain certain behavioral
patterns. SisterLove, Inc. takes the African American community beliefs and attitude
about HIV (Personal Factors) and respond to them by educating the community about
their beliefs, attitudes by giving facts and alternatives (Behavioral Factors) to give the
consequence of HIV prevention and risk reduction in the community (Environmental
Factors). In the Healthy Love Workshop, SisterLove, Inc. uses the Social Cognitive
Theory by creating a festive and nonjudgmental environment in order to reduce the
sexual stigma and discomfort that is normally associated with conversations about
sexuality and HIV prevention (Personal Factor). The HLW enhances women's behavioral
capability by providing skills on how to assess risk and strategies on how to prevent HIV
infection and transmission (Behavior Factor). Finally, the participants take this
knowledge base out into the community and apply it to their own circumstances where
the consequence is risk reduction (Environmental Factor).
SisterLove, Inc. also uses the Social Cognitive Theory in researching the
effectiveness of their programs. The pre-test given to participants is a method used to find
out personal factors of the individual, while the intervention of the HLW is the behavioral
factor, and the post-test represents the consequence of the intervention or the
environmental factor of the Social Cognitive Theory. Figure 1 shows the interactions of
the three factors that make up the Social Cognitive Theory. The figure also shows that
when discussing personal factors of African American beliefs and attitudes on sex
practices, and influencing behavior factors by giving the knowledge of seeing individual
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sexual behaviors on paper, sexual decision making can be affected which in turn affects
environmental factors. Figure 1 also outlines the Social Cognitive Theory and shows how
elements of the Social Cognitive Theory are operationalized for the evaluation of the
HLW HIV prevention program offered by SisterLove, Inc.
Environmental Factors
The consequences of
using of the knowledge





attitudes on sex practices
Behavioral Factors
The action of addressing
the problem of sexual
risky behavior
Figure 1. The Social Cognitive Theory Interaction Model
Table 1 takes the three elements of the Social Cognitive Theory which include:
behavioral factors, personal factors, and environmental factors, along with the theoretical
definition of the factors to show how SisterLove, Inc. applies these elements in the HLW.
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Ultimately, the elements of the Social Cognitive Theory modify or changes risky sexual
behavior among African American women.










Actions in which a person takes
the skills in which to perform the
actions.
Evaluation of HLW HIV
prevention program
In creating fantasy names and
allowing participants to talk about
sex and safe sexual acts freely, the
HLW is taking actions to make
talking about healthy sex a skill,
which can be performed in an
action regularly.
Beliefs and attitudes of a person The exercise of the synonyms
that is affected by their actions and helps the participants to
consequences understand that it is natural to talk
about sex. By discussing and
addressing some of the feelings,
attitudes, and beliefs about sex that
have a negative impact on the
participants, the consequence is a
healthy conversation about sexual
activity.
Opportunities, social support, and
consequences of a person and their
surroundings
The exercise of safer sex presents
the opportunity for the participants
to discuss risk assessment and the
social support that may affect risky
behavior in sexual activities. This
activity also gives the participant a
chance to discuss and address
consequences of the risky sexual





The oppression of African American women dates back as far as slavery. As a
result of oppressing African American women, their sexuality was also silenced. The
sexuality of African American women is often described in metaphors of speechlessness,
space, or vision; as a void or empty space that is simultaneously ever visible and
invisible, where African American women's bodies are already colonized (Collins,
2000). During slavery, one of the ways in which African American women's sexuality
was silenced was the use for the master's sexual pleasures. This practice could have lead
to feelings of embarrassment and shame of the body for African American women. The
result for many African American women was in using their bodies only to please others
and not having self pleasure of their own bodies which in turn leads to the lack of respect
for their bodies because of the feeling of not being valued by others (Collins, 2000).
Collins (2000) states the following:
Sexuality can be conceptualized as a freestanding system of oppression similar to
oppressions of race, class, nation, and gender, as well as part of each of these
distinctive systems of oppression. A third approach views sexuality as one
important social location that joins these distinctive systems of oppression. This
conceptualization views sexuality as conceptual glue that binds intersecting
oppressions together, (p. 134)
As a result of African American women's bodies not being of value over decades,
it is easy for African American women to engage in risky sexual behaviors, which
includes trusting partners who engage in risky behaviors as well as trusting their
exclusive partner. SisterLove, Inc. attempts to break the silence of African American
women's sexuality by showing African American women how to be sexual without
engaging in risky sexual behaviors. Collins (2000) states that for centuries the African
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American women has served as the primary pornographic "outlet" for Caucasian men in
Europe and America. We need only think of African American women used as breeders,
raped for pleasure and profit of their owners (Collins, 2000) p. 136.
Collins (2000) responds to another author, Walker, in her description of African
American by stating:
Alice Walker's description of the rape of enslaved African women for the
"pleasure and profit of their owners" encapsulates several elements of
contemporary pornography. First, African American women were used as sex
objects for the pleasures of Caucasian men. This objectification of African
American women parallels the portrayal of women in pornography as sex objects
whose sexuality is available for men. Exploiting African American women as less
human because only animals can be bred against their will (p. 135).
SisterLove, Inc. also attempts to heal decades of African American women not respecting
their bodies, giving value to African American women as a whole. Figure 3 shows that
slavery is the root cause of African American women being oppressed,therefore,









Figure 2. Afrocentric Perspective for Sister Love, Inc.
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Figure 2 shows why the questions of self-efficacy is asked to the women to gauge how
the sexual risky behavior affects the women's self image and her comfort level with the
safer behaviors.
Summary
This chapter revealed gaps in the literature showing that HIV prevention
programs do not define sexual risky behavior in the same manner. The literature also
revealed that there is a consistent gap in developing HTV prevention programs for African
American women with cultural competency ofthe belief system and attitudes towards sex
and HIV prevention in mind. The Social Cognitive Theory was used to demonstrate
conceptualization between the theory and the HLW, which illustrates how various factors
ofcultural practices are placed into the intervention. The Afrocentric perspective was
ateo to give insight into the history of sexual risky behavior among African American




This chapter discusses the environment in which the evaluation was conducted,
the description of the sample, and the criteria of participants. The chapter also addresses
the intervention qualification and products of the evaluation. An explanation of the
instrument, measurement of the variables, and the HIV intervention are all dicussed in
this chapter.
Setting
The setting for the Healthy Love Workshops took place in areas that were viewed
as safe, convenient, and comfortable areas, which included: college campuses,
participants homes, community centers, church recreation areas and other facilities in
which the participants requested. The setting was completely controlled by the
participants through recommendations of settings identified as most comfortable in order
to talk freely and discuss issues concerning HIV prevention.
Sample
The sample for the HIV prevention programs included 176 African American
women or women of African decent that lived in the metropolitan Atlanta area. This area
is considered an economically diverse area with a large African American population.
The ages of the participants ranged from 18 to 69 years old. The sample was collected
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from women who were willing to spend four hours participating in an intervention on
HIV prevention. In order to be considered eligible to participate in the evaluation,
potential participants had to meet the following criteria which included: women
identifying themselves as being of African descent which included: African Americans,
Caribbean, and African immigrants who resided in metropolitan Atlanta, Georgia. The
women were not considered eligible to participate in the evaluation if they were pregnant
or intended to become pregnant during the evaluation period, did not speak English, had
recently participated in a HIV prevention group in the last six months, or required a
modified version of the HLW due to religious beliefs that prohibited the use of any type
of contraception which included latex barriers such as male or female condoms. Women
who were currently participating in other services provided by SisterLove, Inc. were also
excluded from the evaluation.
Demographics
The demographic information for the HLW participants included 96 women. The
participants from the HLW were all women of some African descent. While the majority
of the women (96.8%) were African American, a few identified themselves as being of
Hispanic descent (13.2%) and others (4.4%) identified themselves as bi-racial. The ages
of the participants ranged from 18 to 59, with 27.5% reporting being between 21 to 29
years of age.
Approximately 46.8% reported their county of origin as the United States of
America and 81.1% reported their religion as Christianity. The majority of the women
reported their marital status as single (66.3%) and 84.2% reported their sexual attraction
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to only men. Approximately 40.0% of the women reported their education level as a high
school graduate or having a GED and most of the women (29.5%) worked full-time.
While the majority of the women had health insurance (81.1%), 18.9% were on public
assistance. The majority of the participants' annual household income (29.5%) ranged
from $0 to $15,000. Table 2 shows all the demographic information for the participants in
the HLW.










African American 88 96 8%
White - ' .
Bi-racial 4 4.4%
Hispanic descent (yes) 12 13.2%
Other
COUNTRY OF ORIGIN
United States 78 46.8%
Ethiopia 9 5.1%






















Separated 3 3 2%
Divorced 10 105%
EDUCATION LEVEL
Less than high school 12 12 6%
GED 38 40.0%
Associates Degree 7 74%
Undergraduate 23 24.2%
Graduate 12 12.6%






Unemployed, Seeking 20 21.1%
Unemployed, Not Seeking 18 18.9%










0-15,000 28 29 5%
15,001-30,000 12 12 6%
30,001-45,000 6 6 3%
45,001-60,000 4 42%
60,001-75,000 2 2 1%
75,001-90,000




The demographic information for the HIV 101 workshop included 80 participants
which also included all women participants. While the majority of the participants(95%)
were African American, a few of the participants (5%) reported being of African descent.
As in the HLW, the majority age group (32.5%) for this workshop was 21 to 29. Also, the
majority of the participants (93.8%) reported their county of origin as the United States of
America with the majority (64%) reported their religion as Christianity. Approximately
56.3% the women reported their marital status as single and 83.8% reported their sexual
attraction to only men.
As in the HLW, the majority of participants (35%) reported their education level
as a high school graduate or having a GED and 22.5% of the participants reported
working part-time. The majority of the participants (77.5%) were not receiving public
assistance and 67.5% reported having health insurance. Finally, most of the participants
(42.5%) reported an annual household income of $0 to $15,000. Table 3 shows all the
demographic information for the participants of the HIV 101 workshop.





















































































































































































In comparing the HLW participants to the HIV 101 participants, it is clear that
most of the demographics for both groups were very similar. The biggest difference was
the employment status of participants with the majority of the HLW participants reported
full-time,employment (29.5%), while participants who were unemployed but seeking
(21.1%) falling very closely behind. In the HLW group, the total of unemployed
participants that were seeking employment (21.1%) and those not seeking employment
(18.9%), which totaled 40% were significantly higher than the majority participants
(29.5%) who reported their employment status as full-time. This data specifically speaks
to the age group of participants, which included a large number of college students that
were unemployed.
Demographics of the HIV 101 workshop participants demographics, specifically
in the area of employment were quite different from the HLW participants. While 22.5%
of the participants worked only part-time, a significant number of the participants worked
full-time (21.3%), while the same percentage of participants (21.3%) was also
unemployed and seeking work. There were also a large number of participants (16.3%)
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that were disabled. The data showed that the disabled group speaks to the amount of
participants who were HIV positive.
Measure
The HIV prevention evaluation tool created for this study was divided into several
subcategories. The pretest measure which contained 175 questions was broken up into
eight subcategories. These subcategories were as follows: (1) demographics, (2) HIV
Risk Assessment, (3) Sexual Behavior, (4) HIV testing, (5) Attitudes towards Condom
Use, (6) HIV Knowledge, (7) States of Change for Condom Use, and (8) Condom Use
Self-Efficacy. The posttest measure which contained 83 questions was broken up into
four subcategories, which included: (1) Attitudes Toward Condom Use, (2) HIV
Knowledge, (3) Stages of Change for Condom Use, and (4) Condom Use Self-Efficacy.
For the purpose of this study, only HIV Testing, Self-Efficacy and HIV
Knowledge were used to evaluate if participation in the HLW increased these variables
among African American women greater than a HIV 101 comparison workshop. For
evaluation purposes, ordinal measurements were used to control the variables of HIV
Testing, Self-Efficacy and HIV Knowledge and answer very specific questions. Inter-
observer reliability was used to gain reliability in the measurements. This type of
reliability also speaks to the validity of the research. To show that the measure was valid,
the method of a giving sample test to a very small sample was used in order to ensure that
the questions were understood and the information would be informative to the research.
Both methods used for establishing reliability and validity could have limitations
because of the self-report element of the measures. External validity threats could be the
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length of both the pretest and posttest. Another threat could be participants understanding
the questions of the surveys. The reliability coefficient for the risky behaviors section of
the pretest was .9004 which indicated that the test was very reliable, compared to the
reliability co-efficient for the risky behaviors section of the posttest .5162 which
indicated that the test was somewhat reliable. The closer the coefficient is to 1.0 the more
reliable the test was.
Design
The design for this program evaluation was an experimental design. The classic
experimental design was chosen because it is the standard design against which other
designs are compared. The experimental research design is the most rigorous and
represents the "ideal" for inferring that an intervention either did or did not have an
effect. In the experimental design, participants are randomly assigned to one or the other
intervention group. This study also contained a pretest/posttest design (Royse, Thyer,
Padgett & Logan, 2001).
The purpose of the pretest/posttest design is to find out the knowledge base of the
participants prior to the intervention through the pretest. The posttest is designed to find
out if the intervention had any effect on the participants and how the participants would
apply the information given in the intervention (Royse, Thyer, Padgett & Logan, 2001).
The design for this study is as follows:
Ri O, X, O2
R2 Oi X2 O2
Rr stands for subjects who were randomly assigned to the first intervention of the HLW.
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01- was a pretest which was taken before the intervention
Xi- was the intervention of the HLW
02- was the posttest after the intervention
R2- stands for subjects were randomly assigned to the second intervention of HIV 101
X2- was the intervention of HIV 101
The strength of this design is for the ability to provide hard evidence that the
intervention was responsible for the observed change (Royse, Thyer, Padgett & Logan,
2001). This design can also determine how much information was acquired from each
intervention by the use of pretest and posttest design, and which intervention was most
effective. A limitation of the design would be that one intervention may address more
information on the posttest than the other. This may give a false perception that one
intervention was more effective than the other.
Procedures
Collection of data started with recruitment for participants. A flash bulletin was
put on the SisterLove, Inc. website with a link for individuals interested in participating
in the workshops. Fliers were also posted at colleges, community centers, and
neighborhoods throughout the metropolitan Atlanta area with contact information for
SisterLove, Inc. which included the agency's phone number.
After contact was made by potential participants, staff members screened the
individuals to see if they met the qualification to participate in the evaluation. After the
initial screening, an appointment was set up for the workshop with information including
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time and location for facilitators to provide to the participants. The data collection was
conducted by the evaluation team of SisterLove, Inc.
Data was collected in the form of structured questionnaires with unique
identification numbers (ID) for confidentiality purposes. The ID numbers were under
lock and key at the headquarters of SisterLove, Inc. which could only be accessed by the
workshop facilitators. Participants completed pretests prior to participation in the
workshops and posttest after completion of the workshops. Both tests were placed in an
envelope with an ID number. Envelopes were taken to SisterLove, Inc. Headquarters to
enter identification information in the SisterLove, Inc. database. After the information
was entered into the database, envelopes were given to the data entry person to enter into
the Statistical Packages for the Social Sciences (SPSS) dataset for analysis of the results.
After data was entered, envelopes were placed under lock and key until the end of
evaluation period.
Statistical Analysis
The statistical test used to analyze the data was the independent sample t-test.
This test was used to compare the risky sexual behavior between the participants of the
HLW and the HIV 101 workshop. The identifiers of risky sexual behaviors were
questions about condom use, sexual activities, and STI prevention. The pretest results
were entered into the SPSS dataset as one component. Next, the posttest results from both
the HLW and HIV 101 were entered into the SPSS dataset as another component. Then,
the pretest data was run against the posttest data to obtain results of the knowledge and
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impact of both interventions on HIV Knowledge, self-efficacy and HIV testing to show
views of risky sexual behavior. An independent sample t-test was used to reveal
descriptive statistics including means, standard deviations, and percentages.
Summary
This chapter speaks to the methodology that was used to obtain the data for the
evaluation. The workshops took place on college campuses, participants homes, and
community centers. The sample consisted of 176 women of African descent, ages 18 to
69, and lived in the metropolitan Atlanta area. The participants were participated in a
classic research design with a 176 question instrument for the pretest and an 86 question





This chapter presents to the results of the HLW in comparison to the HIV 101
workshop at reducing risky sexual behaviors by measuring HIV testing, self-efficacy, and
HIV knowledge. Findings were significant for the three categories of questions. The
figures were averaged together to provide a final figure. A significant value was found
for both the pretest and posttest. The findings showed that both the HLW and HIV 101
workshop had a similar amount of data in the pretest which was significant. Although the
pretest data for both workshops were similar, the results show that the posttest of the HIV
101 workshop had significant variance from the HLW. This indicates that the HLW was
a more effective intervention in the areas of HIV Testing, Self-efficacy and HIV
Knowledge.
Results
The results showed that in the pretest with the HIV Testing questions, the HIV
101 group varied more on average than the HLW group. The following questions were
significant with HIV Testing:
Question 42: How often do you test for HIV?
Question 47: Here is a list of reasons why some people have not been tested for
HIV. Indicate all of the reasons why you have not been tested.
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Question 52: In the next 3 months if you were offered the opportunity to take an
HIV test, what kind of setting are you most likely to use?
Results also showed that in the pretest with the Self-efficacy questions that the HLW
group varied more in their answers on average than the HIV 101 group. The following
questions were significant with Self-efficacy:
Question 132:1 would feel embarrassed to put a condom on myself or my partner.
Question 133: If I were to suggest using a condom to a partner, I would feel afraid
that he or she would reject me.
Results show that in the pretest with the HIV Knowledge questions, the HIV 101 group
varied more on average than the HLW group. The following questions were significant
with HIV Knowledge:
Question 150: A person can get HIV by sharing a glass of water with someone
who has HIV.
Question 152: A woman can get HIV if she has anal sex with a man.
Question 162: Taking a test for HIV one week after having sex will tell a person if
she or he has HIV.
Figure 3 shows the comparison for the two workshops in the different question
groupings for the pretest. The averages that show the significant questions in the HIV
Testing groupings are .771 (HLW) verses .797 (HIV 101). The averages that significant
questions in the Self-Efficacy grouping are 4.15 (HLW) verses 3.96 (HIV 101). The
averages that show the significant questions in the HIV Knowledge grouping are 1.76
(HLW), verses 1.80 (HIV 101).
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0 Healthy Love Workshop
■ HIV 101 Workshop
HIV Testing Self-Efficacy HIV Knowledge
t = 2.321,df=23,p<.05
Figure 3 Comparison Results for Pretest
The results for the posttest show data that is very different from the pretest data.
The findings show that in all three question groupings that the HIV 101 group had
significant variance on average compared to the HLW group. The following is the
question of significance for the HIV Testing questions:
Question 1: Do you consider yourself to be at risk for getting HIV/ADDS or giving
someone else HIV/AIDS?
The following are the questions of significance for the Self-efficacy questions:
Question 37:1 feel confident in my ability to discuss condom usage with any
partner I might have.
Question 38:1 feel confident I could suggest using a condom to my partner
without feeling "diseased".
Question 42:1 feel confident in my ability to use a condom correctly.
Question 44:1 feel confident in my ability to persuade a partner to accept using a
condom when we have intercourse.
51
The self-efficacy questions speaks to the Afrocentric perspective and shows that many of
the participants in the study are not comfortable or confident in specking about healthy
sex practices or suggesting healthy self practices because of years of sexual oppression.
The following questions are significance for the HIV Knowledge questions:
Question 62: All pregnant women infected with HIV will have babies bom with
AIDS.
Question 63: People who have been infected with HIV quickly show signs of
being infected.
Question 64: There is a vaccine that can stop adults from getting HIV.
Question 66: A women cannot get HIV if she has sex during her period.
Figure 4 shows the comparison for the two workshops in the different question
groupings for the posttest. The average that show the significant questions of the HIV
Testing groupings are 1.54 (HLW) verses 1.78 (HIV 101). The average that show the
significant questions of Self-efficacy are 1.88 (HLW) verses 2.10 (HIV 101). The
average that show the significant questions of the HIV Knowledge are 1.90 (HLW)
verses 1.92 (HIV 101).
1 Healthy Love Workshop





Figure 4 Comparison Results for Posttest
Summary
The results show that the HLW pretest significance on average was very similar
to the HIV 101 pretest significance, even though for the question group of self-efficacy,
the HLW was more significant. This indicates that most of the participants, regardless of
the workshop, had many of the same ideas prior to their participation in a workshop. The
posttest results prove that the HLW was more effective by making participants more





This chapter seeks to explain the reasoning behind the results that were given in
chapter four. This chapter will share the differences between the significance of the HLW
and the HIV 101 workshop. The strengths of the HLW will be addressed in addition to
the differences of the workshop components.
Conclusion
The results indicated that the posttest of the HIV 101 workshop had significant
variance from the HLW which indicated that the HLW was a more effective intervention
in the areas of HIV Testing, Self-efficacy and HIV Knowledge. The differences between
the two workshops in the significant averages were very close in the pretest. The results
of HIV Testing difference was 0.03, the results of Self-efficacy difference was 0.19 and
the results of HIV Knowledge difference was 0.04. This data shows that on the questions
of HIV Testing and HIV Knowledge, most of the participants had the same ideas no
matter which workshop that they attended.
There was a greater amount of variance in how often participants were tested,
which may be because there were some participants who had never been tested while
other participants were tested on a regular basis. The reasons that participants reported for
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not being tested also varied among the groups which may speak to fears varying from
being afraid of needles to being afraid of a partner becoming angry and threatening to
leave, or a partner feeling accused of cheating because the other participates in testing.
The settings in which participants reported feeling comfortable for getting tested
also varied among the groups. This may be because some of the participants were not
aware of testing sites and others did not want to be tested in their community for
confidentiality purposes.
The variance among the knowledge variable may be contributed to myths that are
in the community about how HIV is contracted, such as a person being able to contract
HIV by sharing a glass of water with someone. In both groups, there were participants
who understood prior to the interventions how HIV was contracted and passed on as well
as those who did not understand issues such as the amount of time it takes to detect HIV
in the body after becoming infected. These results show that some participants continue
to rely on dialog in order to receive information in the African American community,
while others do the research and rely on documented sources for their information about
HIV.
The results of the self-efficacy questions had the largest significant average
variance of 0.19 in which the HLW group was more significant than the HIV 101 group.
These questions spoke of the comfort level of the participants in regards to putting on
condoms, speaking about condoms to partners, and encouraging partners to use condoms.
The large significant average variance may possibly be attributed to the great amount of
variance in both groups. Participants in both groups could have felt very comfortable
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talking about condom usage with a partner as well as taking initiative during sex to put on
a condom for protection. Some of the participants in both groups were very
uncomfortable in talking about condom usage with a partner, which may lead to feelings
of embarrassment in attempting to put a condom their partner or feeling afraid that a
partner might reject the participant for suggesting the use of a condom.
Also previously stated, the results indicated that the posttest of the HIV 101 had
significant variance from the HLW which indicates that the HLW was a more effective
intervention in the areas of HIV Testing, Self-efficacy and HIV Knowledge than the HIV
101 workshop. The differences between the two workshops in the significant averages
were very different in comparison to the pretest. The difference in the HIV Testing
questions was 0.24, the difference in the Self-efficacy questions was 0.22 and the
difference in the HIV Knowledge questions was 0.02. With the HIV 101 being the most
significant in all of the posttest questions it shows that the answers varied more with this
group than with the HLW group.
It is possible that the reason that more people in the HIV 101 group did not
consider themselves to be at risk for contracting HIV/AIDS or infecting others was due to
the lack of dialog in the HIV 101 workshop. The participants did not engage in the
components of "Fantasy Names" or "Synonyms" which opens up the workshop for
discussion about sexual activity as well as terminology that deals with sex. Because those
components were not included in the HIV 101 workshop, those participants may not have
viewed their sexual behavior as risky. This result is both frightening and puzzling
because participants in the HIV 101 group represented a higher number of participants
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who were already HIV positive, which may also be a potential explanation as to why the
variance was so great between this group and the HLW group. This finding is consistent
with a study conducted by Foreman (2003), which suggests that it is essential to
concentrate on strategies to increase personal risk perception, address intimacy, and
promote the eroticization of condoms.
The self-efficacy questions in the HIV 101 group which were significant in
variance may be due to the lack of discussion about self-efficacy, especially as it relates
to condom usage. There were four questions that were significant in the posttest of the
study, which was the highest number of significant questions in the groups. All of the
questions deal with how confident the participant was in dialoging, influencing and using
condoms. This great variance could be because the HLW had three components that dealt
with that very topic, which included: "Condom Demonstration", "Condom Race" and
"Female Condom Demonstration".
It is believed that not only does the free flowing conversation that took place
within the HLW assist in conversations with partners about condoms; but, the hands on
demonstration that was used in the HLW allows participants to see firsthand how to use a
condom in high emotional conditions. There is also the issue of denial. It is also believed
that some participants are in denial about their feelings regarding discussing condom
usage as well as initiating condom use. These results are consistent with the results of
Brook et al. (2006) in that programs need to address denial and other underlying issues of
denial as it relates to sexual risky behaviors.
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In addition, the HIV Knowledge questions were found to be more significant for
the HIV 101 group, but did not have as much variance as the other two groups of
questions. In fact, even though the questions were significant, the difference in the
significance was less than in the pretest. These findings indicated that most of the people
did get the facts about HIV Knowledge, but some participants may have still been
holding on to myths about HIV. This could possibly be due to the lack of dialog in the
HIV 101 workshop; thus, participants were not able to discuss some of their questions
after taking the pretest. Since some of the questions were not addressed in the workshop,
participants did not get the information.
In conclusion, this study indicates that overall the HLW was more effective than
the HIV 101 workshop in reducing risky sexual behaviors because of the addition of the
cultural component. These results are consistent with Exner et al. (1997) in that most
effective programs are for designed to address the needs of specific population and
community level interventions tend to hold much promise.
Limitations of the Study
One of the limitations of the study was the length of the pretest and posttest
survey. The lengthy surveys can be viewed as a limitation because the participant may
start to get restless and not read the questions carefully, providing wrong answers or not
answering questions at all. The length of the workshops was also considered a limitation,
since both of the workshops were over three hours long. Participants were informed
ahead of time about the length of the workshop; nonetheless, some participants did not
stay for the entire workshop in order to complete the posttest possibly missing valuable
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information about HIV prevention. The participants who did not stay for the entire
workshop may have also given a false indication of the posttest results.
Additionally, some of the participants were also a limitation to the workshop
because they did not fall into the high risk categories due to their report of not engaging
in sexual activity at the time of the workshop. Also, some of participants were medical
students, it is also believed that they previously had quite a bit of knowledge about HFV,
which may have given a false indication on the posttest results.
Summary
This study proved to be consistent with similar studies in that it is essential to
concentrate on strategies to increase personal risk perception, and address intimacy
during a prevention program. This study also proved that programs need to address denial
and the underlying issues of denial as it relates to sexual risky behaviors. It is also
believed that this study shows that in order for programs to be effective, they should be
targeted for specific populations and community level interventions. There were also
several limitations acknowledged with the greatest limitation of this study seen as the
length of the measure used with the study participants.
CHAPTER VI
IMPLICATIONS FOR SOCIAL WORK PRACTICE
Overview
This chapter addresses the recommendations of improvement for SisterLove, Inc.
and the HLW. This chapter explores the benefits of having social workers in the
SisterLove, Inc. agency as well as other services that social workers can provide for HIV
prevention. Also, implications for social workers involved in the practice, policy,
research, an implementation of prevention programs for HIV and AIDS are discussed.
Recommendations
As an evaluator, there are several recommendations for this prevention program
that I would like to propose. First, it is important to shorten the length of both the
pretests and posttests that are given to participants. Some of the questions included in the
both surveys are repetitive. These questions could be cut from the surveys to save time
for the most important part workshop, which is the intervention. By shorteninng the
surveys, the length of the workshop would also be reduced which would assist in keeping
participants more attentive throughout the duration of the workshop. It is important to
remember whenever a learning tool is involved with any workshop that attentiveness of
the participants must be a consideration.
A second suggestion would be to individually examine the different categories of
the survey. The measure attempted to ask eight different categories of questions about
59
60
sexual behavior and high risk actions in order to evaluate the interventions. If the
measure consisted of only one or two categories, it may provide the opportunity to clarify
the important issues, which could be researched in a more in depth manner. This
suggestion may also shorten the survey which in turn would decrease the amount of time
needed for the intervention time as well.
Another recommendation would be to not allow late comers to participate in the
pretest and posttest. Other participants may become inpatient waiting on those who arrive
late in order before completing the lengthy pretest which makes the workshop longer and
loses the focus of other participants. The most important thing is that participants are able
to engage in the learning process of the workshop which should also be accomplished for
those who arrive late.
Also.adding a social worker to the SisterLove, Inc. staff, specifically hired to help
facilitate and even evaluate the HLW is another recommendation . Since the workshop is
currently run from a public health perspective, it concentrates more on modifying
behaviors in order to make a positive change. A social worker could add a more holistic
approach by considering the circumstances of the person in their environment, not just
the environment of the community, along with the social system in which individuals
depends on, and any psychological or social factors that may also play an important role
in behavior.
Social Work Implications
Social workers should always be aware of growing population in healthcare
epidemics. Prevention programs should be placed in access of the population with the
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greatest need. More prevention programs are especially needed for women with sexual
risky behaviors, and with an emphasis on prevention programs which are culturally
oriented. Social workers should also pair with organizations that are implementing
prevention programs to give insight about personal environment and personal struggles.
These issues must be addressed in order to impact African American women as well as
other groups of women of color. This study showed that many individuals rely on dialog
more than formal research in order to receive information in the African American
community. It is important for social workers to open conversations about HIV/AIDS in
prevention programs so that myths about the infection are not spread; but, rather facts
about the infection can be acknowledged and discussed throughout African American
communities, and ultimately to African American women who are currently at the
highest risk.
More education to the public about HIV protection and the facts about HIV is
needed as well. Social workers are in the perfect position to help educate the community
about HIV protection because social workers understand that some communities may
have barriers and will attempt to utilize the strengths of the community in order to impact
and empower the people of the community. Education to social workers about cultural
competence within HIV prevention programs is also a great need.
Social workers have a great understanding of meeting the client on their level,
which is the most powerful approach when it comes to prevention. A question that should
be taken into consideration first is: What information does the client have about HIV
prevention? This question presents the opportunity for dialog and exchange of
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information, because no matter how much information prevention programs have, the
client's information is also needed.
Social workers advocating for policy change is also a great implication for social
work practice. Social workers should speak with government officials and encourage
other agencies that are fighting for this cause to advocate for policy changes that will help
in addressing preventive measures of contracting HIV such as healthcare for everyone.
Social workers could also participate as actives members of board in many of the
agencies that are addressing the progress of prevention programs and policy change.
Additional research on these populations is always needed. Social workers should
also engage in research on different cultural prevention programs to identify which
strategies have a higher compliance rate with the prevention strategies. Continuous
research should be continued on HIV and the populations in which it is dramatically
affecting. Research would also be helpful in determining what prevention methods are
best used for each target population including other minority populations that have a high
risk of HIV/AIDS such as Hispanic women because of the need to also address cultural
issues with this group.
Social workers in healthcare settings are very useful in providing prevention
information. Many social workers who provide services to individuals in the healthcare
setting are presented with a great opportunity to dialog about safe sex practices and it
provides the client to give his or her perception of what safe sex practices entails. This is
also a great opportunity for the social worker to utilize the biopsychosocial assessment.
Using the biopsyhosocial assessment allows the social worker to get an in depth view on
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the client's social systems, belief systems, and strengths in order to meet the client on
their level and opens up the opportunity to provide specialized prevention information as
well as get a general view of the client and the client's needs.
Summary
The recommendation of shortening the measure which would in turn shorten the length of
the workshop would help the attentiveness of the participants. As discussed, social
workers would also be of great value to the SisterLove, Inc. agency to provide a holistic
view of participants' behavior. It is believed that social workers should also provide
services to other prevention programs, research of HIV prevention, healthcare settings
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PARTICIPATION IN THE HIV/AIDS 101 WORKSHOP
Introduction and Purpose: We, at SisterLove, are working with the Centers for Disease Control and
Prevention (CDC) to find out how well our HTV/AIDS 101 Workshop works to reduce the kinds of
behaviors that may put women at risk ofbeing infected with HTV, the virus that causes AIDS. In other
words, we want to evaluate our workshop. We are asking you to take part in this evaluation project
because you are a woman of African descent between the ages of 18-55 years old. We are also asking other
women like you to take part.
Before you decide to be in this project, please read the rest ofthis form or listen carefully as it is read to
you. You can ask us any questions you may have at any time.
What we will do?
Before we can invite you to be in our evaluation, we will ask you some questions now to make sure that
you are eligible to participate. You can choose not to answer any questions that you do not feel
comfortable answering. Ifyou are eligible to participate, we will ask you to give us some information that
will help us contact you to be sure that you take part in the follow up assessments.
The project will take place over 6 months. Ifyou decide to join, we will ask that you attend one workshop
during which we will provide you with information that may help you avoid HIV infection. We will ask
you about your health and behavior before and after the workshop. The workshop will last about 4 hours.
We will also ask you to take part in 2 follow up surveys at SisterLove's office in SW Atlanta, or at a
location that is convenient to you. We will ask you about your health and behavior during the follow up
surveys. The first one will take place 3 months after the workshop, and the second one will take place 6
months after the workshop. Each survey will take about an hour.
Could I be hurt?
Some people may feel uneasy when talking about some issues, how they feel, or answering questions about
personal actions. You can choose not to answer any question you are not comfortable answering. Being in
66
67
the project is private, but someone not in the project could find out from another participant that you are
taking part.
Will I get anything from being in this project?
We believe you will learn how to reduce your risk of contracting or transmitting the HFV virus. You will
also help us better understand how the program is working for you and other women like you.
We will use the results of this project to improve the way we give services to women like you. We will
write a report about what we learn from this project, and we will give the report to CDC. We will talk about
the results of our project at community meetings and national conferences. We may also report what we
find out in public health or science journals.
What about my privacy?
Every attempt will be made to protect your privacy. Your records will remain private to the extent that the
law allows. You will be assigned a project ID number that will be used instead of your name. This ID
number will assist in keeping your information confidential. The number will go on all of your project
materials and surveys. We will keep a record of your name, address, and ID number until the project is
over, so that we can contact you for follow up during the project. Until then, all collected information,
including your contact information and answers to the surveys, will be stored in locked cabinets and on
password-protected computer files.
Are their any costs?
Their will be no costs to you for taking part in the project. You could receive up to $75.00 if you take part
in this project. You will get $20.00 today after you have filled out both surveys. You will get $25.00 after
you complete the survey at the end of the first follow up, 3 months from
now. You will get $30.00 after you complete the survey at the end of the final follow up, 6 months from
now. If you decide not to continue in the project, you will be paid only for the surveys that you complete.
What if I don't want to join the project or want to stop?
Your choice to be in this project is up to you. It is voluntary. You do not have to join this project. If you
decide to join, you can withdraw at any time and nothing will happen to you. If you choose to stop taking
part in the project, you can still come to SisterLove, Inc. to receive services, either now or in the future.
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How can I find out more?
You may have questions about this project. If you do, you can ask anyone here right now. If you have
questions later about this or think you have been harmed by this project, you can call Mrs. Dazon Diallo -
the founder and CEO of SisterLove at
404-753-7733 or Ms. Paulyne Ngalame - the Project Coordinator at SisterLove at
404-753-7733, 1285 Ralph David Abernathy Blvd, SW, Atlanta, GA 30310.
Participant Contact: If you have questions about your rights as a person in the project, call P. Mitchell at the
AIDS Research Consortium of Atlanta (ARCA) at (770) 991-7790.
P. Mitchell is a representative of the Institutional Review Board (IRB) who reviewed this project.
The IRB reviews projects like this one to make sure that the rights of people who take part are protected.
Consent Statement: I have read this form or it has been read to me. I have had a chance to ask questions
about this evaluation project and my questions have been answered. I agree to be part of this project. I will
receive a copy of this form.
PRINT NAME OF PARTICIPANT DATE/TIME
SIGNATURE OF PARTICIPANT DATE/TIME
I have read the consent form to the person named above. She has had a chance to ask questions about this
project and her questions have been answered. She agrees to be part of this project. She will receive a copy
of this form.
PRINT NAME OF PERSON OBTAINING CONSENT DATE/TIME
SIGNATURE OF PERSON OBTAINING CONSENT DATE/TIME
APPENDIX C
Recruitment Advertisement
Greetings friends and colleagues ...
SisterLove, Inc. is currently recruiting groups ofwomen to participate in an HIV/AIDS prevention
workshop where we will discuss "what it is", "who's getting it", "how to keep from getting it" and
more. This HIV/AIDS prevention intervention targets women of African descent such as African
American, Afro Caribbean or African Immigrant women.
We are looking to recruit groups ofwomen of African descent. These groups could include a group of
female friends such as a friendship circle, coworkers, family members, sorority groups, alumni groups,
church groups, book clubs, immigrant cultural groups, civic groups etc ...
In addition to learning about HIV/AIDS, you could receive up to $ 100 for participating.






P.O. Box 10558 • Atlanta, Georgia 30310 • 404-753-7733
Today's date: E>#:
PLEASE RESPOND TO EACH ITEM
ALL YOUR ANSWERS WILL BE KEPT STRICTLY CONFIDENTIAL
To begin, we would like to ask you to describe yourself.
1. In what month and year were you born? /
2. What is your race? (PLEASE CHECK ONLY ONEBOX)
□ African American
□ White
□ Asian / Pacific Islander
□ Native American / Indigenous
D Bi-racial / Multiracial (please indicate the races below)
D Other (please indicate your race):
3. Are you Hispanic or Latina?
□ Yes □ No
4. What is your country of origin? (Please specify)
5. What is your religion? (Please describe)





□ Refuse to answer
7. What is your self-identified sexual orientation? (CHECK ALL THAT APPLY)




□ Refuse to answer
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8. Which category best describes you? (PLEASE CHECK ONLY ONEBOX)
□ I am single (never been married)
HI I am single (Living with partner)
Zl I am married
Zl I am separated
ID I am divorced
Zl I am divorced (& re-married)
Zl I am widowed
I] I am widowed (re-married)
□ Refuse to answer
9. Do you have children?
□ Yes
□ No (If you checked "No", SKIP TO QUESTION # 10)
9.a. How many children?
9.b. How many of your children currently live with you? _
9.c. Do your children live with you full-time or part-time?
□ Full-time □ Part-time
9.d. Do you consider yourself to be a single parent?
□ Yes □ No
10. What is the highest grade or level you completed in school?
(PLEASE CHECK ONLY ONEBOX)
|~] Less than high school
Indicate the number of years completed:
□ High school diploma or GED
□ Some post-graduate
□ Associate's degree (Junior College/Community College)
□ B.A. or B.S. (Undergraduate)
□ M.A. / M.B.A. / M.S. (Graduate School)
□ J.D./M.D/Ph.D or equivalent (Post graduate)
□ Other, please specify the degree
□ Refuse to answer
11. What is your current employment status? (PLEASE CHECK ONLY ONE BOX)
□ Self Employed
□ Employed part time
□ Employed full time
□ Unemployed, seeking
□ Unemployed, not seeking
□ Between jobs
□ Disabled
□ Refuse to answer
12. Are you currently receiving Public Assistance?
□ Yes
□ No
□ Refuse to answer
13. Do you currently have health insurance?
□ Yes
□ No
f~l Refuse to answer
14. What is your yearly household income (range)? (PLEASE CHECK ONLY ONE BOX)
□ $0- $15,000 per year
□ $ 15,001 - $30,000
□ $ 30,001 - $45,000
□ $ 45,001 - $60,000
□ $ 60,001 - $75,000
U $ 75,001 - $90,000
11$ 90,001-$105,000
H$ 105,001 or higher
ID Refuse to answer
15. Who do you currently live with?
CD I live alone
□ Parents
CD Roommate / friend
□ Spouse / partner (If Spouse/Partner, Please answer Question #15a)
□ Other (specify):
15.a. If you live with a spouse / partner - is that person:
CD Same sex
CD Opposite sex
CD Refuse to answer
16. What is your current housing status? (PLEASE CHECK ONLY ONE.BOX)
CD Live in my own home or apartment
□ Live in someone else's home or apartment
□ Dormitory
□ Transitional housing such as, halfway house/residential treatment housing
□ Homeless (On the street)
CD Shelter or emergency housing
CD Refuse to answer
17. Were you ever in jail or prison for more than 30 days?
□ Yes
□ No
□ Refuse to answer
18. Do you know anyone personally who is HIV positive or who has AIDS?
□ Yes
□ No
□ Refuse to answer
19. Do you consider yourself to be at risk for getting HIV/AIDS?
□ Yes (If YES, Please answer Question #19a.)
□ No
□ Don't know
□ Refuse to answer
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20. Durin g the PAST 3 MONTHS, have you used recreational drugs?
Yes
No (SKIP to QUESTION #22)
_ Don't remember (SKIP to QUESTION # 22)
□ Don't know (SKIP to QUESTION # 22)
□ Refuse to answer (SKIP to QUESTION # 22)
20.a. If you checked "Yes", what kinds of recreational drugs did you use?








□ Other (please specify):
21. During the PAST 3 MONTHS, have you used needles to inject ("shoot") drugs or medications?
□ Yes
□ No (SKIP TO QUESTION # 22)
□ Don't remember (SKIP TO QUESTION # 22)
□ Don't know (SKIP TO QUESTION # 22)
□ Refuse to answer (SKIP TO QUESTION # 22)
21.a. If you checked "Yes", did you share a needle with someone else?
□ Yes
□ No (SKIP TO QUESTION #22)
Don't remember (SKIP TO QUESTION # 22)
Don't know (SKIP TO QUESTION # 22)
Refuse to answer (SKIP TO QUESTION #22)





□ Refuse to answer




□ Refuse to answer
23. In the PAST 3 MONTHS, have you had sex with another person?
□ Yes
□ No (SKIP TO QUESTION # 39)
□ Don't know (SKIP TO QUESTION # 39)
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□ Refuse to answer (SKIP TO QUESTION # 39)
24. In the PAST 3 MONTHS, have you had sex with only men, only women, or with both men and women?
□ Only men
□ Only women
Q Both men and women
□ Don't know
□ Refuse to answer




□ Refuse to answer




□ Refuse to answer









□ Refuse to answer




□ Refuse to answer




□ Refuse to answer




□ Refuse to answer





□ Refuse to answer




□ Refuse to answer




□ Refuse to answer




□ Refuse to answer









□ Refuse to answer
38. In the PAST 3 MONTHS, have you been abused by your sex partner(s)?
□ Yes (If YES, Please answer Question # 38a)
□ No
□ Don't know
□ Refuse to answer
38.a. If you checked "Yes" to Question 38, what kind of abuse did you experience? (PLEASE CHECK ALL
THAT APPLY)
□ Emotional or Verbal abuse
□ Physical abuse
□ Sexual abuse
□ Other (please specify)
□ Refuse to answer
The next series of questions are about the test for HIV, the virus that causes AIDS. This usually involves a
blood test, but could have involved a saliva test (swab in your mouth).
39. Have you ever been tested for HIV?
□ Yes
□ No (SKIP TO QUESTION #47)
□ Refuse to answer (SKIP TO QUESTION # 47)
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40. When was your most recent HIV test? (PLEASE CHECK ONLY ONE BOX)
Dl-3 months ago
CD 4 - 6 months ago
CD 7 - 9 months ago
CD 10-12 months ago
D 1 year or more
41. At your most recent HIV test, did you receive the test results?
□ Yes
□ No (SKIP TO QUESTION #44)
□ Refuse to answer (SKIP TO QUESTION # 44)
42. If you received your HIV test results, what were the results:
(PLEASE CHECK ONLY ONE BOX)
□ HIV Negative
□ HIV Positive
CD Refuse to answer
43. How often do you test for HIV?
CD Every 6 months
CD Once a year
CD Every few years
CD Whenever I feel at risk
| Other (please specify)
(PLEASE CHECK ONLY ONE BOX)
□ Never (SKIP TO QUESTION # 47)
CD Refuse to answer
44. Which of the following reasons would you say was the main reason(s) for your last HIV test? (PLEASE CHECK
ALL THAT APPLY1
□ Just to find out my HIV status.
CD Worried that I was infected.
CD Worried about my partner having sex with other people
□ Because a doctor, nurse or other health care professional asked me to.
□ Because the Health Department asked me to.
CD Because a sex partner asked me to.
CD For hospitalization or surgical procedure.
C To apply for health insurance or life insurance.
C To comply with guidelines for health workers.
C To apply for a new job.
C For military induction, separation, or during military service.
CD For immigration
CD Because of pregnancy.
CD Some other reason. Specify:
CD Don't Know
CD Refuse to answer
45. Where did you have your last HIV test? (PLEASE CHECK ONLY ONE BOX)
□ Private doctor/HMO




□ Family planning clinic
[] Prenatal clinic
O Tuberculosis clinic




O Community health clinic or public health clinic
O Outpatient hospital clinic or ER
H3 Correctional facility (jail or prison)
C3 Drug treatment facility
O At home, with a home test kit
Q At home, by nurse or health care worker
□ Other location. Specify:
EH Don't Know
O Refuse to answer
46. When you received your most recent HIV test results, did you tell your spouse (or main sexual partner)
about the HIV test results?
□ Yes (SKIP TO QUESTION #48)
□ No (SKIP TO QUESTION #48)
□ Don't Know (SKIP TO QUESTION #48)
□ Refuse to answer (SKIP TO QUESTION #48)
47. Here is a list of reasons why some people have not been tested for HIV.
Indicate all of the reasons why you have not been tested.
(PLEASE CHECK ALL THAT APPLY)
d It's unlikely I've been exposed to HIV.
CD I was afraid to find out if I was HIV positive.
O I didn't want to think about HIV or about being HIV positive.
O I don't believe anything can be done if I am positive
O I'm afraid that my partner might become angry and leave me
O I was worried that my name would be reported and other people would know that I
was HIV positive
CD I don't like needles.
[H I don't trust the results to be confidential.
O I was afraid of losing my job, insurance, housing, friends, family, if people knew I
was HIV positive.
I I didn't know where to get tested.
Some other reason. Specify:
No particular reason.
□ Refuse to answer
48. In the next 3 MONTHS, how likely is it that you will take an HIV test and obtain your test results?
O Extremely sure I will
Q Quite sure I will
□ Slightly sure I will
[H Undecided—(not sure)
CH Slightly sure I won't
□ Quite sure I won't 78
|~~l Extremely sure I won't
49. In the next 3 MONTHS if you were offered the opportunity to take an HIV test, what kind of test are you
most likely to use?
□ Standard HIV test (where you have to return several days later to get your results)
□ Rapid HIV test (where your results are given to you immediately)
□ I would not take an HIV test (Skip to QUESTION # 55)
50. In the NEXT 3 MONTHS if you were offered the opportunity to take an HIV test, which of the following
methods are you most likely to use?
[H Oral fluid - (where a cotton swab is used in your mouth to obtain saliva)
Q Drawing blood (where you provide blood for the test)
□ Don't know
CD Refuse to answer
51. In the NEXT 3 MONTHS if you were offered the opportunity to take an HIV test, which of the following
reporting methods are you most likely to use?
H] Confidential (where you give your name but your name and results are kept private)
O Anonymous (where you are only identified by a number and no one knows your name)
□ Don't know
d Refuse to answer
52. In the NEXT 3 MONTHS if you were offered the opportunity to take an HIV test, what kind of setting are
you most likely to use?
□ Home based test (where you take the HIV test kit home to use)
Q In a clinical setting (such as your doctor's office)
□ At a health fair
[H Other (please specify location)
CD Don't know
n Refuse to answer
53. In the NEXT 3 MONTHS if you were offered the opportunity to take an HIV test, how would you like to
receive your HIV test results?
CD Over the phone
□ Return to the testing site
n Don't know
O Refuse to answer
The next questions are about knowing your partner's HIV status. ALL ANSWERS WILL BE KEPT STRICTLY
CONFIDENTIAL
55. How likely are you to consider a potential partner's HIV status before beginning a physical relationship with







□ Refuse to answer
56. Would your feelings about someone change if they asked you to have an HIV test before entering into a physical
relationship? CHECK ONLY ONE BOX
□ More favorable feelings (would be happy about it)
□ My feelings would not change
□ Less favorable feelings (would not be happy about it)
[] Don't know
CD Refuse to answer
57. How likely would ymj be to delay or refuse sexual contact with someone until you saw the results of their HIV






□ Refuse to answer
58. How likely would you be to initiate a discussion about HIV testing if your partner does not bring up the subject?






O Refuse to answer
59. How much do you agree or disagree with the following statement: "The only way anybody can know with 100%




O I neither agree nor disagree
□ Disagree
d Strongly disagree
□ Don't know 80
□ Refuse to answer
60. In the PAST 3 MONTHS, how many partners have you had sex with?
(PLEASE CIRCLE ONE)
012 3 4 5 6 7 8 9 10 or more
61. In the PAST 3 MONTHS, have you had vaginal sex, anal sex, or oral sex with a man who you consider to
be your PRIMARY sex partner?
□ Yes
□ No (SKIP TO QUESTION # 80)
□ Don't know (SKIP TO QUESTION # 80)
□ Refuse to answer (SKIP TO QUESTION # 80)
62. In the PAST 3 MONTHS when you had sex with your PRIMARY male sex partner, were you ever under




□ Refuse to answer
63. In the PAST 3 MONTHS when you had sex with your PRIMARY male sex partner, did you ever use drugs




□ Refuse to answer
64. In the PAST 3 MONTHS, did you have vaginal sex with your PRIMARY male sex partner (that is, he put
his penis into your vagina)?
□ Yes
□ No (SKIP TO QUESTION #68)
□ Don't know (SKIP TO QUESTION # 68)
□ Refuse to answer (SKIP TO QUESTION # 68)
65. In the PAST 3 MONTHS, did you use condoms when you had vaginal sex with your PRIMARY male sex
partner?
Yes
No (SKIP TO QUESTION #68)
Don't know (SKIP TO QUESTION # 68)
Refuse to answer (SKIP TO QUESTION # 68)
66. In the PAST 3 MONTHS, how often did you use a condom during vaginal sex with your PRIMARY male sex partner?
CHECK ONLY ONE BOX
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never
67. In the PAST 3 MONTHS, what kind of condoms did you use during vaginal sex with your PRIMARY male sex partner?
CHECK ONLY ONE BOX
□ Male condoms
□ Female condoms 81
□ Both male and female condoms
68. In the PAST 3 MONTHS, did you have anal sex with your PRIMARY male sex partner (that is, he put his
penis into your anus or butt)?
DYes
□ No (SKIP TO QUESTION #72)
□ Don't know (SKIP TO QUESTION # 72)
□ Refuse to answer (SKIP TO QUESTION # 72)
69. If you had anal sex with your PRIMARY male sex partner, did you use condoms?
□ Yes
□ No (SKIP TO QUESTION # 72)
□ Don't know (SKIP TO QUESTION # 72)
□ Refuse to answer (SKIP TO QUESTION # 72)
70. In the PAST 3 MONTHS, how often did you use a condom during anal sex with your PRIMARY male sex
partner? CHECK ONLY ONE BOX
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never
71. In the PAST 3 MONTHS, what kind of condoms did you use during anal sex with your PRIMARY male sex partner?
CHECK ONLY ONE BOX
□ Male condoms
□ Female condoms
□ Both male & female condoms
72. In the PAST 3 MONTHS, did you have oral sex with your PRIMARY male sex partner (that is, you put
your mouth on or around your partner's penis, or anus, or butt)?
□ Yes
□ No (SKIP TO QUESTION #76)
□ Don't know (SKIP TO QUESTION # 76)
□ Refuse to answer (SKIP TO QUESTION # 76)
73. In the PAST 3 MONTHS, if you had oral sex with your PRIMARY male sex partner, did you use condoms
or some other barrier such as a dental dam or plastic wrap?
□ Yes
□ No (If you checked "No", SKIP TO QUESTION # 76)
□ Don't know (If you checked this, SKIP TO QUESTION # 76)
□ Refuse to answer (If you checked this, SKIP TO QUESTION # 76)
74. In the PAST 3 MONTHS, how often did you use a barrier such as a dental dam or plastic wrap during oral
sex with your PRIMARY male sex partner?
| | Each and every time
□ Almost every time
□ Sometimes
| | Almost never







76. The LAST TIME you had vaginal, anal or oral sex with your PRIMARY male sex partner, did you use a
condom?
□ Yes
UNo (SKIP TO QUESTION #78)
U Don't know (SKIP TO QUESTION # 78)
H Refuse to answer (SKIP TO QUESTION # 78)
77. When was the LAST TIME you had vaginal, anal or oral sex with your PRIMARY male sex partner but did
not use a condom?
3 In the last 30 days
H More than 30 days and less than 6 months.
I] 6 months ago or more
I] Never
□ Refuse to answer
78. How often do you use a condom during sex with your PRIMARY male sex partner?
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never (SKIP TO QUESTION #79)
□ Never (SKIP TO QUESTION #79)
□ Refuse to answer (SKIP TO QUESTION #79)
78a. How long have you been using a condom "every time" or "almost every time" you have sex
with your PRIMARY male sex partner?
l~l 30 days or less
□ More than 30 days but less than 3 months
□ 3 months but less than 6 months
| | 6 months or more
79. In the NEXT 3 MONTHS, how likely is it that you will start using a condom every time you have sex
with your PRIMARY male sex partner?
CHECK ONLY ONE BOX
□ Extremely sure I will
□ Quite sure I will
□ Slightly sure I will
□ Undecided - not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
□ Refuse to answer
80. In the PAST 3 MONTHS, have you had vaginal sex, anal sex, or oral sex with men who were NOT YOUR
PRIMARY sex partner?
□ Yes
□ No (SKIP TO QUESTION #99)
□ Don't know (SKIP TO QUESTION # 99)
□ Refuse to answer (SKIP TO QUESTION # 99)
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81. In the PAST 3 MONTHS when you had sex with men who were NOT your PRIMARY sex partner, were you under




□ Refuse to answer
82. In the PAST 3 MONTHS when you had sex with men who were NOT your PRIMARY sex partner, did you




□ Refuse to answer
83. In the PAST 3 MONTHS, did you have vaginal sex with a man who is NOT YOUR PRIMARY sex partner (that
is, he put his penis into your vagina)?
□ Yes
□ No (SKIP TO QUESTION #87)
□ Don't know (SKIP TO QUESTION # 87)
□ Refuse to answer (SKIP TO QUESTION # 87)
84. In the PAST 3 MONTHS, if you had vaginal sex with a man who is NOT your PRIMARY male sex partner,
did you use condoms?
HYes
H No (SKIP TO QUESTION # 87)
U Don't know (SKIP TO QUESTION # 87)
□ Refuse to answer (SKIP TO QUESTION # 87)
85. In the PAST 3 MONTHS, how often did you use a condom during vaginal sex with a man who is NOT
your PRIMARY sex partner?
CHECK ONLY ONE BOX
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never
86. In the PAST 3 MONTHS, what kind of condoms did you use during vaginal sex with a man who is NOT
your PRIMARY sex partner?
CHECK ONLY ONE BOX
| | Male condoms
□ Female condoms
□ Both male & female condoms
87. In the PAST 3 MONTHS, did you have anal sex with a man who is NOT your PRIMARY sex partner (that is, he put
his penis into your anus or butt)?
□ Yes
□ No (SKIP TO QUESTION #91)
□ Don't know (SKIP TO QUESTION #91)
□ Refuse to answer (SKIP TO QUESTION #91)
88. In the PAST 3 MONTHS, if you had anal sex with a man who is NOT your PRIMARY sex partner, did you
use condoms?
□ Yes
□ No (SKIP TO QUESTION #91)
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□ Don't know (SKIP TO QUESTION # 91)
□ Refuse to answer (SKIP TO QUESTION # 91)
89. In the PAST 3 MONTHS, how often did you use a condom during anal sex with a man who is NOT your
PRIMARY sex partner?
CHECK ONLY ONE BOX
□ Each and every time
[Z Almost every time
□ Sometimes
□ Almost never
90. In the PAST 3 MONTHS, what kind of condoms did you use during anal sexwith a man who is NOT
your PRIMARY sex partner?
CHECK ONLY ONE BOX
□ Male condoms
□ Female condoms
□ Both male & female condoms
91. In the PAST 3 MONTHS, did you have oral sex with a man who is NOT your PRIMARY sex partner (that is, you
put your mouth on or around his penis, or anus, or butt)?
DYes
□ No (SKIP TO QUESTION # 95)
□ Don't know (SKIP TO QUESTION # 95)
□ Refuse to answer (SKIP TO QUESTION # 95)
92. In the PAST 3 MONTHS, if you had oral sex with a man who is NOT your PRIMARY sex partner, did you
use condoms or some other barrier such as a dental dam or plastic wrap?
□ Yes
□ No (SKIP TO QUESTION # 95)
□ Don't know (SKIP TO QUESTION # 95)
□ Refuse to answer (SKIP TO QUESTION # 95)
93. In the PAST 3 MONTHS, how often did you use a barrier during oral sex with a man who is NOT YOUR
PRIMARY sex partner?
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never
94. What kind of barrier(s) did you use during oral sex with a man who is NOT YOUR PRIMARY sex partner?





95. The LAST TIME you had vaginal, anal or oral sex with a man who is NOT YOUR PRIMARY sex partner, did
you use a condom?
□ Yes
□ No (SKIP TO QUESTION # 97)
□ Don't know (SKIP TO QUESTION # 97)
□ Refuse to answer (SKIP TO QUESTION # 97)
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96. When was the LAST TIME you had vaginal, anal or oral sex with a man who is NOT YOUR PRIMARY
sex partner but did not use a condom?
2 In the last 30 days
"2 More than 30 days and less than 6 months.
2 6 months ago or more
2 Never
12 Refuse to answer
97. How often do you use a condom during sex with a man who is NOT YOUR PRIMARY sex partner?
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never (SKIP TO QUESTION #98)
□ Never (SKIP TO QUESTION #98)
□ Refuse to answer (SKIP TO QUESTION #98)
97a. How long have you been using a condom "every time" or "almost every time" you have sex
with a man who is NOT YOUR PRIMARY sex partner?
□ 30 days or less
□ More than 30 days but less than 3 months
□ 3 months but less than 6 months
□ 6 months or more
98. In the NEXT 3 MONTHS, how likely is it that you will start using a condom every time you have sex with
a man who is NOT YOUR PRIMARY sex partner?
CHECK ONLY ONE BOX
□ Extremely sure I will
□ Quite sure I will
□ Slightly sure I will
□ Undecided - not sure if I will or won't
12 Slightly sure I won't
[] Quite sure I won't
12 Extremely sure I won't
HI Refuse to answer
99. In the PAST 3 MONTHS, have you had sex with a WOMAN (vaginal sex, anal sex, or oral sex)?
□ Yes
□ No (SKIP TO QUESTION # 114)
□ Don't know (SKIP TO QUESTION # 114)
□ Refuse to answer (SKIP TO QUESTION # 114)




□ Refuse to answer





□ Refuse to answer
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102. In the PAST 3 MONTHS, did you have vaginal sex with a WOMAN using a sex toy (where she puts
something like a dildo, dong, vibrator, etc. in your vagina OR you put something in her vagina)?
Yes
No (SKIP TO QUESTION # 106)
Don't know (SKIP TO QUESTION # 106)
□ Refuse to answer (SKIP TO QUESTION # 106)
103. In the PAST 3 MONTHS, if you had vaginal sex using a sex toy with a WOMAN, did you and your partner share
the toy (that is, the toy entered both your vagina and your partner's vagina)?
□ Yes
□ No (SKIP TO QUESTION #106)
□ Don't know (SKIP TO QUESTION # 106)
□ Refuse to answer (SKIP TO QUESTION # 106)
104. In the PAST 3 MONTHS, how often did you use a condom when you shared a toy during vaginal sex with a
WOMAN?
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never
105. In the PAST 3 MONTHS, what kind of condoms did you use during vaginal sex with a WOMAN?
□ Male condoms
□ Female condoms
□ Both male & female condoms
106. In the PAST 3 MONTHS, did you have anal sex with a WOMAN using a sex toy (where she puts
something like a dildo, dong, vibrator, etc. in your butt OR you put something in her butt)?
□Yes
□ No (SKIP TO QUESTION # 110)
□ Don't know (SKIP TO QUESTION # 110)
□ Refuse to answer (SKIP TO QUESTION #110)
107. In the PAST 3 MONTHS, if you had anal sex using a sex toy with a WOMAN, did you and your partner
share the toy (that is, the toy enters both your anus and your partner's anus or butt)?
□Yes
□ No (SKIP TO QUESTION # 110)
□ Don't know (SKIP TO QUESTION # 110)
□ Refuse to answer (SKIP TO QUESTION # 110)
108. In the PAST 3 MONTHS, how often did you use a condom when you shared a toy during anal sex with a
WOMAN?
□ Each and every time
□ Almost every time
□ Sometimes
□ Almost never
109. In the PAST 3 MONTHS, what kind of condoms did you use during anal sex with a WOMAN?
□ Male condoms
□ Female condoms
□ Both male & female condoms
110. In the PAST 3 MONTHS, did you have oral sex with a WOMAN (that is, you put your mouth on or around
your partner's vagina, or anus, or butt)?
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I Yes
□ No (SKIP TO QUESTION # 114)
□ Don't know (SKIP TO QUESTION # 114)
□ Refuse to answer (SKIP TO QUESTION #114)
111. In the PAST 3 MONTHS, if you had oral sex with a WOMAN, did you use condoms or some other barrier
such as a dental dam or plastic wrap?
□ Yes
□ No (SKIP TO QUESTION #114)
□ Don't know (SKIP TO QUESTION #114)
□ Refuse to answer (SKIP TO QUESTION #114)
112. In the PAST 3 MONTHS, how often did you use a barrier during oral sex with a WOMAN?
□ Each and every time
□ Almost every time
O Sometimes
n Almost never
113. In the PAST 3 MONTHS, what kind of barrier(s) did you use during oral sex with a WOMAN? PLEASE





114. In the NEXT 3 MONTHS, how likely is it that you will use a FEMALE condom every time you have
vaginal or anal sex?
□ Extremely sure I will
Q Quite sure I will
□ Slightly sure I will
□ Undecided--not sure if I will or won't
□ Slightly sure I won't
O Quite sure I won't
d Extremely sure I won't
1 IS. It is a hassle to use condoms.
□ Strongly Agree
n Agree
O Neutral / don't know
O Disagree
d Strongly Disagree
116. People can get the same pleasure from "safer" sex as from unprotected sex.
Strongly Agree
Agree
Neutral / don't know
Disagree
□ Strongly Disagree
117. Using condoms interrupts sex play.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
118. The proper use of a condom could enhance sexual pleasure.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
119. Condoms are irritating.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
120. I think "safer" sex would get boring fast.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
121. "Safer" sex reduces the mental pleasure of sex.
I] Strongly Agree
3 Agree
3 Neutral / don't know
□ Disagree
□ Strongly Disagree
122. Condoms ruin the natural sex act.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
123. Generally, I am in favor of using condoms.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
124. Condoms interfere with romance.
□ Strongly Agree
□ Agree




125. The sensory aspects (smell, touch, etc.) of condoms make them unpleasant.
U Strongly Agree
Agree
Neutral / don't know
Disagree
□ Strongly Disagree
126. With condoms, you can't really "give yourself over" to your partner.
□ Strongly Agree
ED Agree
□ Neutral / don't know
CD Disagree
□ Strongly Disagree
127.1 feel confident in my ability to put a condom on myself or my partner.
□ Strongly Agree
ED Agree
ED Neutral / don't know
□ Disagree
HI Strongly Disagree
128.1 feel confident I could purchase condoms without feeling embarrassed.
□ Strongly Agree
ED Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
129.1 feel confident I could remember to carry a condom with me should I need one.
ED Strongly Agree
□ Agree
ED Neutral / don't know
□ Disagree
□ Strongly Disagree
130.1 feel confident in my ability to discuss condom usage with any partner I might have.
ED Strongly Agree
□ Agree
□ Neutral / don't know
ED Disagree
ED Strongly Disagree
131.1 feel confident I could suggest using a condom to my partner without feeling "diseased."
□ Strongly Agree
ED Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree




Neutral / don't know
Disagree
Strongly Disagree
133. If I were to suggest using a condom to a partner, I would feel afraid that he or she would reject me.
fl Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
HI Strongly Disagree
134. If I were unsure of my partner's feelings about using condoms, I would NOT suggest using one
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
135.1 feel confident in my ability to use a condom correctly.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
136.1 would feel comfortable discussing condom use with a potential sexual partner before we ever had any
sexual contact (e.g. hugging, kissing, caressing, etc.)
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
137. Ifeel confident in my ability to persuade a partner to accept using a condom when we have intercourse.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
138. Ifeel confident that I could correctly remove and dispose of a condom when we have intercourse.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
139. If my partner and I were to try to use a condom and did not succeed, I would feel embarrassed to try to





D Neutral / don't know
CD Disagree
□ Strongly Disagree
140.1 would not feel confident suggesting using condoms with a new partner because I would be afraid he or
she would think I sleep around.
Strongly Agree
Agree
Neutral / don't know
Disagree
□ Strongly Disagree
141.1 would not feel confident suggesting using condoms with a new partner because I would be afraid he or
she would think I have a sexually transmitted disease,
d Strongly Agree
□ Agree
CD Neutral / don't know
CD Disagree
□ Strongly Disagree
142.1 would not feel confident suggesting using condoms with a new partner because I would be afraid he or
she would think I thought they had a sexually transmitted disease.
CD Strongly Agree
CD Agree
CD Neutral / don't know
CD Disagree
□ Strongly Disagree
143.1 feel confident I could stop to put a condom on myself or my partner even in the heat of passion.
□ Strongly Agree
CD Agree
CD Neutral / don't know
CD Disagree
CD Strongly Disagree
144.1 feel confident that I could use a condom with a partner without "breaking the mood."
□ Strongly Agree
□ Agree
CD Neutral / don't know
□ Disagree
□ Strongly Disagree
145.1 feel confident I could use a condom during intercourse without reducing any sexual sensations.
CD Strongly Agree
CD Agree
CD Neutral / don't know
CD Disagree
CD Strongly Disagree




□ Neutral / don't know
□ Disagree
□ Strongly Disagree
147. Ifeel confident that I would remember to use a condom even if I were high
J Strongly Agree
U Agree
I] Neutral / don't know
ID Disagree
Zl Strongly Disagree
148. If my partner didn't want to use a condom during intercourse, I could easily convince him or her that it was
necessary to do so.
□ Strongly Agree
C Agree
□ Neutral / don't know
CD Disagree
□ Strongly Disagree


















































161.Having sex with more than one partner or with someone who has more than one partner can increase a

















Please check one response for each item.
165.Bleeding from your vagina when you are NOT on your menstrual cycle is a sign that you may have a

























































Survey complete - thank you for your time and cooperation!
APPENDIX E
POSTTEST SURVEY
P.O. Box 10558 • Atlanta, Georgia 30310 • 404-753-7733
Today's date: rrj#:
PLEASE RESPOND TO EACH ITEM.
ALL YOUR ANSWERS WILL BE KEPT STRICTLY CONFIDENTIAL




D Refuse to answer






2. In the next 3MONTHS how likely is it that you will take an HIV test and obtain your test results?
D Extremely sure I will
D Quite sure I will
D Slightly sure I will
D Undecided-(not sure)
D Slightly sure I won't
□ Quite sure I won't
D Extremely sure I won't
□ I am HIV positive
3. In the next 3 MONTHS ifyou were offered the opportunity to take an HIV test, what kind oftest are you
most likely to use?
□ Standard HIV test (where you have to return several days later to get your results)
□ Rapid HIV test (where your results are given to you immediately)
O I would not take an HIV test
4. In the next 3 MONTHS ifyou were offered the opportunity to take an HIV test, which ofthe following
methods are you most likely to use?
D OraSure-(where a cotton swab is used in your mouth to obtain saliva)
□ OraQuick-(where your results are given to you immediately)
D Don't know
5. In the next 3 MONTHS ifyou were offered the opportunity to take an HTV test, which of the following
reporting methods are you most likely to use?
□ Confidential (where you give your name but you name and results are kept private)




6. In the next 3 MONTHS if you were offered the opportunity to take an HIV test what kind of setting are
you most likely to use?
□ Home base test (where you take the HIV test kit home to use)
□ In a clinical setting (such as your doctor's office)
□ At a health fair
□ Other (please specify location)
□ Don't know
7. In the next 3 MONTHS if you were offered the opportunity to take an HIV test, how would you like to
receive your HIV test results?
□ Over the phone
□ Return to the testing site
□ Don't know







□ Refuse to answer
9. Would your feelings about someone change if they asked you to have an HIV test before entering into a
physical relationship?
□ More favorable feelings (would be happy about it)
□ My feelings would not change
□ Less favorable feelings (would not be happy about it)
□ Don't know
□ Refuse to answer






□ Refuse to answer






D Refuse to answer
12. How much do you agree or disagree with the following statement: "The only way anybody can know
with 100% certainty about their partner's HIV status is to have him or her tested for HIV".
□ Strongly agree
□ Agree





□ Refuse to answer
13. In the next 3 MONTHS, how likely is it that you will use a MALE condom every time you have vaginal
or anal sex with you PRIMARY male partner?
□ Extremely sure I will
□ Quite sure I will
□ Slightly sure I will
D Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
14. In the next 3 MONTHS, how likely is it that you will use a FEMALE condom every time you have
vaginal or anal sex with your PRIMARY male partner?
□ Extremely sure I will
D Quite sure I will
□ Slightly sure I will
□ Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
15. In the next 3 MONTHS, how likely is it that you will use a condom or some other barrier such as a
dental dam or plastic wrap every time you had oral sex with your PRIMARY male partner?
□ Extremely sure I will
D Quite sure I will
□ Slightly sure I will
□ Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
16. In the next 3 MONTHS, how likely is it that you will use a MALE condom every time you have vaginal
or anal sex with a man who is NOT YOUR PRIMARY male partner?
□ Extremely sure I will
D Quite sure I will
D Slightly sure I will
□ Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
17. In the NEXT 3 MONTHS, how likely is it that you will use a FEMALE condom every time you have
vaginal or anal sex with a man who is Not you PRIMARY male partner?
□ Extremely sure I will
□ Quite sure I will
□ Slightly sure I will
D Undecided—not sure if I will or won't
□ Slightly sure I won't
D Quite sure I won't
□ Extremely sure I won't
99
18 In the NEXT 3 MONTHS, how likely is it that you will use a condom or some other barrier such as a
dental dam or plastic wrap every time you had oral sex with a man who is Not your PRIMARY male
partner?
D Extremely sure I will
□ Quite sure I will
D Slightly sure I will
D Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
19. In the NEXT 3 MONTHS, how likely is it that you will use a MALE condom every time you have
vaginal or anal sex with a woman?
□ Extremely sure I will
□ Quite sure I will
□ Slightly sure I will
□ Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
20. In the NEXT 3 MONTHS, how likely is it that you will use a FEMALE condom every time you have
vaginal or anal sex with a woman?
□ Extremely sure I will
□ Quite sure I will
D Slightly sure I will
□ Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
21. In the next 3 MONTHS, how likely is it that you will use a condom or some other barrier such as dental
dam or plastic wrap every time you had oral sex with a women?
□ Extremely sure I will
□ Quite sure I will
□ Slightly sure I will
D Undecided—not sure if I will or won't
□ Slightly sure I won't
□ Quite sure I won't
□ Extremely sure I won't
22. It is a hassle to use condoms?
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
23. People can get the same pleasure from "safer" sex as from unprotected sex.
□ Strongly Agree
□ Agree




24. Using condoms interrupts sex play.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
25. The proper use of a condom could enhance sexual pleasure.
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
26. Condoms are irritating.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
27.1 think "safer" sex would get boring fast.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
28. "Safer" sex reduces the mental pleasure of sex.
□ Strongly Agree
D Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
29. Condoms ruin the natural feel of sex.
D Strongly Agree
D Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree






31. Condoms interfere with romance.
□ Strongly Agree
□ Agree














Neutral / don't know
Disagree
Strongly Disagree



















Neutral / don't know
Disagree
Strongly Disagree
35.1 feel confident I could purchase condoms without feeling embarrassed.
□ Strongly Agree
□ Agree













Neutral / don't know
Disagree
Strongly Disagree








Neutral / don't know
Disagree
Strongly Disagree
38.1 feel confident I could suggest using a condom to my partner without feeling "diseased".
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree




□ Neutral / don't know
D Disagree
□ Strongly Disagree
40. If I were to suggest using a condom to a partner, I would feel afraid that he or she would reject me.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
41. If I were unsure of my partner's feelings about using condoms, I would NOT suggest using one.
□ Strongly Agree
D Agree
□ Neutral / don't know
□ Disagree
□ Strongly Disagree
42.1 feel confident in my ability to use a condom correctly.
□ Strongly Agree
D Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
43.1 would feel comfortable discussing condom use with a potential sexual partner before we ever had any
sexual contact (e.g. hugging , kissing , caressing, etc.)
□ Strongly Agree
□ Agree
□ Neutral / don't know
□ Disagree
D Strongly Disagree
44.1 feel confident in my ability to persuade a partner to accept using a condom when we have intercourse.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
D Strongly Disagree
45.1 feel confident that I could correctly remove and dispose of a condom when we have intercourse.
D Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
46. If my partner and I were to try to use a condom and did not succeed, I would feel embarrassed to try to
use one again (e.g. not being able to unroll condom, putting it on backwards, or awkwardness).
□ Strongly Agree
□ Agree




47.1 would not feel confident suggesting using condoms with a new partner because I would be afraid he
or she would think I sleep around.
□ Strongly Agree
D Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
48.1 would not feel confident suggesting using condoms with a new partner because I would be afraid he
or she would think I have a sexually transmitted disease.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
50.1 would not feel confident suggesting using condoms with a new partner because I would be afraid he
or she would think I thought they had a sexually transmitted disease.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
51.1 feel confident I could stop to put a condom on myself or my partner even in the heat of passion.
□ Strongly Agree
□ Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
52.1 feel confident that I could use a condom with a partner without "breaking the mood".
D Strongly Agree
D Agree
□ Neutral / don't know
D Disagree
□ Strongly Disagree
53.1 feel confident I could use a condom during intercourse without reducing any sexual sensations.
□ Strongly Agree
□ Agree
D Neutral / don't know
D Disagree
D Strongly Disagree




D Neutral / don't know
D Disagree
D Strongly Disagree





□ Neutral / don't know
□ Disagree
□ Strongly Disagree
56. If my partner didn't want to use a condom during intercourse, I could easily convince him or her that it
was necessary to do so.
□ Strongly Agree
D Agree
□ Neutral / don't know
D Disagree
D Strongly Disagree


















































69. Having sex with more than one partner or with someone who has more than one partner can increase a
















73. Bleeding from your vagina when you are NOT on your menstrual cycle is a sign that you may have a











































































ITEM-LEVEL ANALYSIS FOR HLW PRETTEST
(QUESTIONS OF HIV TESTING, SELF-EFFICACY, AND HTV KNOWLEDGE)
VARIABLE Frequency
HIV TESTING
39. Have you ever been tested for HIV? 96
40. When was your most recent HIV test? 96
41. At your most recent HIV test, did you 96
receive the test result?
42. If you received your HIV test results, 96
what were the results?
43. How often do you test for HIV? 96
44. Which of the following reasons would 96
you say was the main reasons for your
last HIV test?
45. Where did you have your last HTV 96
test?
46. When you received your most recent 96
HTV test results, did you tell your spouse
about the HIV test results?
47. Here is a list of reasons why some 96
people have not been tested for HIV.
48. In the next 3 months how likely is it 95
that you will take an HTV test and obtain
your test result?
49. In the next 3 months if you were 96
offered the opportunity to take an HIV
test, what kind of test are you most likely
to use?
50. In the next 3 months if you were 96
offered the opportunity to take an HIV
test, which of the following methods are
you most likely to use?
51. In the next 3 months if you were 96
offered the opportunity to take an HIV
test, which of the following reporting
methods are you most likely to use?
52. In the next 3 months if you were 96
offered the opportunity to take an HIV
test, what kind of setting are you most
likely to use?
53. In the next 3 months if you were 96
offered the opportunity to take an HIV

















127.1 feel confident I could purchase
condoms without feeling embarrassed.
128.1 feel confident I could remember to
carry a condom with me should I need
one.
129.1 feel confident in my ability to
discuss condom usage with any partner I
might have.
130.1 feel confident I could suggest using
a condom to my partner without feeling
"diseased".
131.1 would feel embarrassed to put a
condom on myself or my partner.
135.1 would feel comfortable discussing
condom use with a potential sexual
partner before we ever had any sexual
contact.
136.1 feel confident in my ability to
persuade a partner to accept using a
condom when we have intercourse.
137.1 feel confident that I could correctly
remove and dispose of a condom when
we have intercourse.
140.1 would not feel confident suggesting
using condoms with a new partner
because I would be afraid he or she would
think I have a sexually transmitted
disease.
141.1 would not feel confident suggesting
using condoms with a new partner
because I would be afraid he or she would
think I thought they had a sexually
transmitted disease.
142.1 feel confident I could stop to put a
condom on myself or my partner even in
the heat of passion.
143.1 feel confident that I could use a
condom with a partner without "breaking
the mood".
144.1 feel confident I could use a condom
during intercourse without reducing any
sexual sensations.
145.1 feel confident that I would
remember to use a condom even after I
have been drinking.
146.1 feel confident that I would
remember to use a condom even if I were
high.
147. If my partner didn't want to use a
condom during intercourse, I could easily




















































148. Coughing and sneezing do not
spread HIV.
149. A person can get HIV by sharing a
glass of water with someone who has
HIV.
150. Pulling out the penis before a man
climaxes/cums keeps a women from
getting HIV during sex.
151. A women can get HIV if she has
anal sex with a man.
152. Taking a shower or washing one's
genitals/private parts, after sex keeps a
person from getting HIV.
153. All pregnant women infected with
HIV will have babies born with AIDS.
154. People who have been infected with
HIV quickly show signs of being
infected.
155. Their is a vaccine that can stop
adults from getting HIV.
156. People are likely to get HIV by deep
kissing and putting their tongue in their
partner's mouth, if their partner has HIV.
157. A women cannot get HIV if she has
sex during her period.
158. Their is a female condom that can
help decrease a women's chance of
getting HIV.
159. A person will not get HIV if she is
taking antibiotics.
160. Having sex with more than one
partner or with someone who has more
than one partner can increase a person's
chance of being infected with HIV.
161. Taking a test for HIV one week after
having sex will tell a person if she or he
has HIV.
162. A person can get HIV from oral sex.
163. Using Vaseline or baby oil with





































































ITEM-LEVEL ANALYSIS FOR HIV 101 PRETTEST
(QUESTIONS FOR HIV TESTING, SELF-EFFICACY, AND HIV KNOWLEDGE)
VARIABLE Frequency Mean Standard Deviation
HIV TESTING
39. Have you ever been tested for HIV?
40. When was your most recent HIV test?
41. At your most recent HTV test, did you
receive the test result?
42. If you received your HIV test results,
what were the results?
43. How often do you test for HIV?
44. Which of the following reasons would
you say was the main reasons for your
last HIV test?
45. Where did you have your last HIV
test?
46. When you received your most recent
HIV test results, did you tell your spouse
about the HIV test results?
47. Here is a list of reasons why some
people have not been tested for HIV.
48. In the next 3 months how likely is it
that you will take an HIV test and obtain
your test result?
49. In the next 3 months if you were
offered the opportunity to take an HIV
test, what kind of test are you most likely
to use?
50. In the next 3 months if you were
offered the opportunity to take an HIV
test, which of the following methods are
you most likely to use?
51. In the next 3 months if you were
offered the opportunity to take an HIV
test, which of the following reporting
methods are you most likely to use?
52. In the next 3 months if you were
offered the opportunity to take an HIV
test, what kind of setting are you most
likely to use?
53. In the next 3 months if you were
offered the opportunity to take an HIV
test, how would you like to receive your
HIV test results?
SELF EFFICACY
127.1 feel confident I could purchase
condoms without feeling embarrassed.
128.1 feel confident I could remember to




































129.1 feel confident in my ability to
discuss condom usage with any partner I
might have.
130.1 feel confident I could suggest using
a condom to my partner without feeling
"diseased".
131.1 would feel embarrassed to put a
condom on myself or my partner.
135.1 would feel comfortable discussing
condom use with a potential sexual
partner before we ever had any sexual
contact.
136.1 feel confident in my ability to
persuade a partner to accept using a
condom when we have intercourse.
137.1 feel confident that I could correctly
remove and dispose of a condom when
we have intercourse.
140.1 would not feel confident suggesting
using condoms with a new partner
because I would be afraid he or she would
think I have a sexually transmitted
disease.
141.1 would not feel confident suggesting
using condoms with a new partner
because I would be afraid he or she would
think I thought they had a sexually
transmitted disease.
142.1 feel confident I could stop to put a
condom on myself or my partner even in
the heat of passion.
143.1 feel confident that I could use a
condom with a partner without "breaking
the mood".
144.1 feel confident I could use a condom
during intercourse without reducing any
sexual sensations.
145.1 feel confident that I would
remember to use a condom even after I
have been drinking.
146.1 feel confident that I would
remember to use a condom even if I were
high.
147. If my partner didn't want to use a
condom during intercourse, I could easily
convince him or her that it was necessary
to do so.
HIV KNOWLEDGE
148. Coughing and sneezing do not
spread HIV.
149. A person can get HIV by sharing a



















































150. Pulling out the penis before a man
climaxes/cums keeps a women from
getting HIV during sex.
151. A women can get HIV if she has
anal sex with a man.
152. Taking a shower or washing one's
genitals/private parts, after sex keeps a
person from getting HIV.
153. All pregnant women infected with
HIV will have babies born with AIDS.
154. People who have been infected with
HIV quickly show signs of being
infected.
155. Their is a vaccine that can stop
adults from getting HIV.
156. People are likely to get HIV by deep
kissing and putting their tongue in then-
partner's mouth, if their partner has HIV.
157. A women cannot get HIV if she has
sex during her period.
158. Their is a female condom that can
help decrease a women's chance of
getting HIV.
159. A person will not get HIV if she is
taking antibiotics.
160. Having sex with more than one
partner or with someone who has more
than one partner can increase a person's
chance of being infected with HIV.
161. Taking a test for HIV one week after
having sex will tell a person if she or he
has HIV.
162. A person can get HIV from oral sex.
163. Using Vaseline or baby oil with









































ITEM LEVEL ANALYSIS FOR HEALTH LOVE WORKSHOP POSTTEST
(QUESTIONS FOR HIV TESTING, SELF-EFFICACY, AND HIV KNOWLEDGE)
VARIABLE
HIV TESTING
1. Do you consider yourself to be at
risk for getting HTV/AIDS or giving
someone else HIV/AIDS?
1 .a. How would you rate your level
of risk?
2. In the next 3MONTHS how likely
is it that you will take an HIV test
and obtain your test results?
3. In the next 3 MONTHS if you
were offered the opportunity to take
an HIV test, what kind of test are
you most likely to use?
4. In the next 3 MONTHS if you
were offered the opportunity to take
an HIV test, which of the following
methods are you most likely to use?
5. In the next 3 MONTHS if you
were offered the opportunity to take
an HIV test, which of the following
reporting methods are you most
likely to use?
6. In the next 3 MONTHS if you
were offered the opportunity to take
an HIV test what kind of setting are
you most likely to use?
7. In the next 3 MONTHS if you
were offered the opportunity to take
an HIV test, how would you like to
receive your HIV test results?
SELF-EFFICACY
34.1 feel confident in my ability to
put a condom on myself or my
partner.
35.1 feel confident I could purchase
condoms without feeling
embarrassed.
36.1 feel confident I could
remember to carry a condom with
me should I need one.
37.1 feel confident in my ability to
discuss condom usage with any
partner I might have.
38.1 feel confident I could suggest
































39.1 would feel embarrassed to put
a condom on myself or my partner.
40. If I were to suggest using a
condom to a partner, I would feel
afraid that he or she would reject
me.
41. If I were unsure of my partner's
feelings about using condoms, I
would NOT suggest using one.
42.1 feel confident in my ability to
use a condom correctly.
43.1 would feel comfortable
discussing condom use with a
potential sexual partner before we
ever had any sexual contact (e.g.
hugging, kissing , caressing, etc.)
44.1 feel confident in my ability to
persuade a partner to accept using a
condom when we have intercourse.
45.1 feel confident that I could
correctly remove and dispose of a
condom when we have intercourse.
46. If my partner and I were to try to
use a condom and did not succeed, I
would feel embarrassed to try to use
one again (e.g. not being able to
unroll condom, putting it on
backwards, or awkwardness).
47.1 would not feel confident
suggesting using condoms with a
new partner because I would be
afraid he or she would think I sleep
around.
48.1 would not feel confident
suggesting using condoms with a
new partner because I would be
afraid he or she would think I have a
sexually transmitted disease.
50.1 would not feel confident
suggesting using condoms with a
new partner because I would be
afraid he or she would think I
thought they had a sexually
transmitted disease.
51.1 feel confident I could stop to
put a condom on myself or my
partner even in the heat of passion.
52.1 feel confident that I could use a
condom with a partner without
"breaking the mood".
53.1 feel confident I could use a
condom during intercourse without












































54.1 feel confident that I would
remember to use a condom even
after I have been drinking (e.g.
alcohol, beer, or wine.)
55.1 feel confident that I would
remember to use a condom even if I
were high (e.g. crack, cocaine or
marijuana).
56. If my partner didn't want to use
a condom during intercourse, I
could easily convince him or her
that it was necessary to do so.
HIV KNOWLEDGE
57. Coughing and sneezing DO
NOT spread HIV.
58. A person can get HIV by sharing
a glass of water with someone who
has HIV.
59. Pulling out the penis before a
man climaxes/cums keeps a woman
from getting HIV during sex.
60. A women can get HIV if she has
anal sex with a man.
61. Taking a shower or washing
one's genitals/private parts, after sex
keeps a person from getting HIV.
62. All pregnant women infected
with HIV will have babies born with
AIDS.
63. People who have been infected
with HIV quickly show signs of
being infected.
64. Their is a vaccine that can stop
adults from getting HIV.
65. People are likely to get HIV by
deep kissing and putting their
tongue in their partner's mouth, if
their partner has HIV.
66. A women cannot get HIV if she
has sex during her period.
67. Their is a female condom that
can help decrease a woman's chance
of getting HIV.
68. A person will not get HIV if she
is taking antibiotics.
69. Having sex with more than one
partner or with someone who has
more than one partner can increase a
person's chance of being infected
with HIV.
70. Taking a test for HIV one week
after having sex will tell a person if




















































71. A person can get HIV from oral
sex.
72. Using Vaseline or baby oil with








ITEM LEVEL ANALYSIS FOR HIV 101 WORKSHOP: POSTTEST
(QUESTIONS HIV TESTING, SELF-EFFICACY, AND HIV KNOWLEDGE)
VARIABLE FREQUENCY
HIV TESTING
1. Do you consider yourself to be at 80
risk for getting HIV/AIDS or giving
someone else HIV/AIDS?
1 .a. How would you rate your level 80
of risk?
2. In the next 3MONTHS how likely 80
is it that you will take an HIV test
and obtain your test results?
3. In the next 3 MONTHS if you 80
were offered the opportunity to take
an HIV test, what kind of test are
you most likely to use?
4. In the next 3 MONTHS if you 80
were offered the opportunity to take
an HIV test, which of the following
methods are you most likely to use?
5. In the next 3 MONTHS if you 80
were offered the opportunity to take
an HIV test, which of the following
reporting methods are you most
likely to use?
6. In the next 3 MONTHS if you 80
were offered the opportunity to take
an HIV test what kind of setting are
you most likely to use?
7. In the next 3 MONTHS if you 80
were offered the opportunity to take
an HIV test, how would you like to
receive your HIV test results?
SELF-EFFICACY
34.1 feel confident in my ability to 80
put a condom on myself or my
partner.
35.1 feel confident I could purchase 80
condoms without feeling
embarrassed.
36.1 feel confident I could 80
remember to carry a condom with















37.1 feel confident in my ability to
discuss condom usage with any
partner I might have.
38.1 feel confident I could suggest
using a condom to my partner
without feeling "diseased".
39.1 would feel embarrassed to put
a condom on myself or my partner.
40. If I were to suggest using a
condom to a partner, I would feel
afraid that he or she would reject
me.
41. If I were unsure of my partner's
feelings about using condoms, I
would NOT suggest using one.
42.1 feel confident in my ability to
use a condom correctly.
43.1 would feel comfortable
discussing condom use with a
potential sexual partner before we
ever had any sexual contact (e.g.
hugging, kissing , caressing, etc.)
44.1 feel confident in my ability to
persuade a partner to accept using a
condom when we have intercourse.
45.1 feel confident that I could
correctly remove and dispose of a
condom when we have intercourse.
46. If my partner and I were to try to
use a condom and did not succeed, I
would feel embarrassed to try to use
one again (e.g. not being able to
unroll condom, putting it on
backwards, or awkwardness).
47.1 would not feel confident
suggesting using condoms with a
new partner because I would be
afraid he or she would think I sleep
around.
48.1 would not feel confident
suggesting using condoms with a
new partner because I would be
afraid he or she would think I have a
sexually transmitted disease.
50.1 would not feel confident
suggesting using condoms with a
new partner because I would be
afraid he or she would think I
thought they had a sexually
transmitted disease.
51.1 feel confident I could stop to










































partner even in the heat of passion.
52.1 feel confident that I could use a
condom with a partner without
"breaking the mood".
53.1 feel confident I could use a
condom during intercourse without
reducing any sexual sensations.
54.1 feel confident that I would
remember to use a condom even
after I have been drinking (e.g.
alcohol, beer, or wine.)
55.1 feel confident that I would
remember to use a condom even if I
were high (e.g. crack, cocaine or
marijuana).
56. If my partner didn't want to use
a condom during intercourse, I
could easily convince him or her
that it was necessary to do so.
HIV KNOWLEDGE
57. Coughing and sneezing DO
NOT spread HIV.
58. A person can get HIV by sharing
a glass of water with someone who
has HIV.
59. Pulling out the penis before a
man climaxes/cums keeps a woman
from getting HIV during sex.
60. A women can get HIV if she has
anal sex with a man.
61. Taking a shower or washing
one's genitals/private parts, after sex
keeps a person from getting HIV.
62. All pregnant women infected
with HIV will have babies born with
AIDS.
63. People who have been infected
with HIV quickly show signs of
being infected.
64. Their is a vaccine that can stop
adults from getting HIV.
65. People are likely to get HIV by
deep kissing and putting their
tongue in their partner's mouth, if
their partner has HIV.
66. A women cannot get HIV if she
has sex during her period.
67. Their is a female condom that
can help decrease a woman's chance
of getting HIV.
68. A person will not get HIV if she
is taking antibiotics.
69. Having sex with more than one
























































more than one partner can increase a
person's chance of being infected
with HIV.
70. Taking a test for HIV one week
after having sex will tell a person if
she or he has HIV.
71. A person can get HIV from oral
sex.
72. Using Vaseline or baby oil with











Item Level Analysis: Pretest HLW and HIV 101 workshop
(Remaining questions)
participants identification
1. birth month and year
2.race
3. Hispanic or Latina
4. country of origin
5. religion
6. gender
7. sexually attracted to
8. best describes you
9. children living
9a. number of children
9b. number of children
live with













































































































































13. have health insurance
14. household income
15. who do you live with
15a. gender of partner
16. housing status
17. jail or prison for 30
days
18. know anyone who is
HIV+
19. at risk for HIV or
AIDS
19a. rate your risk level













21b. clean shared needle
































































































































































































23. sex with another
person
24. who had sex with
25. money for sex
26. sex worker /prostitute
27. exchanged sex for
other reasons
28. sex with someone who
shoots up
29. sex with HTV + person
30. HIV status don't know
31. sex with someone in
jail
32. sex with a man who
has sex with other women
33. sex with a man who
has sex with other men
34. sex someone who has
sex with prostitute
35. had sex high
36. sex when did not want
to
37. forced sex
38. ever abused by partner
























































































































































































40. most recent HIV test
41. get test results
42. what were the results
43. how often are you
tested
44. reasons for your last
HTV test/find out status
44. worried was infected
44. partner having sex
with other people
44. health care
professional asked me too
44. health department
asked me too
44. sex partner asked
44. hospitalization or
surgical procedure









44. Refuse to answer
45. test place
46. did you tell your
sexual partner about
results














































































































































































47. afraid would be
positive
47. Did not want to think
about it
47. don't believe anything
can be done if +
47. partner might become
angry and leave me
47. afraid name will be
reported
47. don't like needles
47. don't trust results to be
confidential
47. afraid of loosing job,
insurance, housing etc.
47. don't know where to
get tested
47. some other reason
47. No particular reason
47. refuse to answer
48. likely to take test and
get results in 3 months
49. what kind of test
50. methods of taking test
51. reporting method of
test
52. setting for test
53. receive results
55. partner's status before
beginning relationship
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57. delay sex until saw
partners results
58. likely to initiate
discussion
59. agree or disagree with
statement 100%
60. how many sex partners
61. sex with primary
partner
62. alcohol when having
sex
63. drugs w/ male when
having sex
64. vaginal sex
65. condoms with vaginal
sex
66. how many time
condoms use
67. what type of condoms
68. anal sex
69. condoms with anal sex
70. how many times
condom use anal sex
71. type of condoms anal
sex
72. have oral sex
73. oral sex barrier
74. how often use barrier
for oral sex
75. what type of oral
barrier































































































































































77. last time no condom
78. how often condom
primary partner
78a. how long use condom
every time
79. start using condoms
primary partner
80. sex with non primary
partner vaginal
81. Non primary partner
alcohol
82. non primary partner
drugs
83. vaginal sex non
primary partner
84. condom use with non
partner
85. use condom during
vaginal sex non primary
86. type of condoms with
non primary partner
87. anal sex with non
primary partner
88. condom with anal sex
non primary partner
89. often use condom anal
sex non primary
90. kind of condoms with
non primary partner
91. oral sex with non
primary partner
92. oral barrier with non
primary partner
93. how often use of


















































































































































94. kind of barriers used
oral sex non primary
95. last time condom use
with non primary partner
96. last time had sex with
non primary partner no
condom
97. often use condom with
non primary partner
97a. length of condom use
ever time with non
primary partner
98. condom use every
time with non primary
partner
99. had sex with a women
100. sex with a women
and alcohol
101. sex with a women
and drugs
102. vaginal sex with
women
103. vaginal sex with sex
toy with a women
104. condom when shared
a toy
105. type of condoms used
106. women anal sex with
toy
107. women anal sex
share
108. women shared toy
use of condom
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110. oral sex with women
111. oral sex barrier with
women
112. how often use barrier
oral sex with women
113. kind of barriers for
oral sex with women
114. likely to use female
condom
115. hassle to use
condoms
116. same pleasure from







120. safer sex get boring
121. safer reduces the
mental pleasure
122. condoms run the
natural feel





126. give yourself to
partner
127. confident on putting
on condoms























































































































































129. confident to carry
condoms with me




132. embarrassed to put
condom on
133. feel afraid of
rejection
134. unsure of partner's
feelings would not use




137. ability to persuade
partner
138. confident can remove
and dispose correctly






143. condom in heat of
passion
144. breaking the mood
145. sexual sensations
146. condom drinking




































































































































































149. coughing spread HIV
150. sharing water spread
151. pulling out keeps
from spreading
152. spread from anal sex
153. washing privates
keeps from spreading
154. pregnant + women
have + babies
155. signs of infected
show quickly
156. vaccine stop spread
157. kissing spreads HIV




160. spread if taking
antibiotics
161. more than one
partner spreads
162. test after sex tells
infection
163. spread from oral sex
164. Vaseline lowers
spreading
165. bleeding when not on
period
166. STI go away alone
167. STI through oral sex
168. barriers prevent STI
169. condom use










































































































































































170. discharge sign of STI
171. vaginal sex with out
condom
172. vaginal sex with
lambskin

































































Item Level Analysis: Posttest HLW and HIV 101 workshop
(Remaining Questions)
id number
1. you at risk for HIV
la. risk level
2. likely to take test in 3 months




8. potential partner's status
9. Feelings change if asked to be
tested
10. likely to delay sex
11. initiate discussion










































































































13. likely to use male condom
14. likely to use female condom
15. likely to use barrier
16. male condom every time
17. female condom every time
non primary
18. dental dam non primary
19. male condom sex with
women
20. female condom sex with
women
21. dental dam sex with women
22. hassle to use condoms
23. same pleasure from safer sex
24. Interrupts sex plan
25. proper use of condoms
26. Condoms are irritating
27. safer sex boring
28. reduces mental pleasure
29. ruin natural feel of sex
30.1 am in favor of using
condoms
31. interfere with romance
32. sensory aspects
33. give yourself over
34. confident to put on condom
35. purchase condoms






































































































































































































37. Discuss condom use
38. suggest using a condom
39. embarrassed to put on
condom
40. Afraid of being rejected
41. unsure about feelings not
suggest
42. use condom correctly
43. comfortable discussing
condom
44. persuade the use of condom
45. Correctly remove and dispose
46. not succeed
47. not confident sleep around
48. not feel confident think have
std
50. new partner
51. stop to put on condom
52. breaking the mood
53. Without reducing sexual
sensation
54. condom even after drinking
55. condom even high
56. convince to use
57. Coughing spread HIV
58. sharing water
59. pulling out
60. HIV from anal sex



































































































































































































63. infected shows sign
64. Vaccine prevention
65. kissing passing
66. cannot get during period
67. female condom prevention
68. antibiotics HIV
69. more than one partner
70. one week testing
71. HTV from oral sex
72. Vaseline prevention
73. bleeding not on menstrual
74. STI go away alone
75. STI spread oral sex
76. latex barrier prevent STI
77. STI using condom
78. discharge sign of STI
79. sex without condom risk
8O.Lambskin condom





























































































































































































Anonymous. (2006, April 20). African American women at increase risk for AIDS. Sun
Reporter, 63,4.
Beadnell, B., Stielstra, S., Baker, S., Morrison, D. M., Knox, K., Gutierrez, L., et al.
(2003). Ethnic identity and sexual risk-taking among African American women
enrolled in an fflV/STD prevention intervention. Psychology, Health & Medicine.
8, 187-198.
Beadnell, B., Baker, S., Knox, K., Stielstra, S., Morrison, D. M., DeGooyer, E.,
et al. (2003). The influence ofpsychosocial difficulties on women's attrition in an
HIV/STD prevention programme. AIDS Care, 15, 807-820.
Centers for Disease Control and Prevention. (2006, January). Basic Statistics, Retrieved
September 5, 2006 from
http://www.cdc.gov/hiv/topics/surveillance/print/basic.htm
Centers for Disease Control and Prevention. (2006, June 2). Evolution ofHIV/AIDS
prevention programs-United States, 1981-2006. Morbidity and Mortality Weekly
Report, 55, Retrieved July 10, 2006, from http://www.cdc.gov/mmwr/preview/
Centers for Disease Control and Prevention. (2006, August 11). The global HIV/AIDS
pandemic, 2006. Morbidity and Mortality WeeklyReport, 55, 841-844.
Centers for Disease Control and Prevention, (2006, October 16). HIV/AIDS among men
who have sex with men. Fact Sheets, Retrieved January 15, 2007, from
135
136
(2002). Factors affecting the delivery of HIV/AIDS prevention programs by
community- based organizations. AIDS Education and Prevention, 14, 27-37.
Collins, P. (2000). African American Feminist Thought. NY: Routledge.
Crosby, R., Yarber, W., DiClemente, R., Wingood, G., & Meyerson, B. (2002). HIV-
associated histories, perceptions, and practices among low-income African
American women: Does rural residence matter? American Journal of Public
Health, 92,655-659.
Dohery , T (2006, July 14). HIV/AIDS; Data from the United States and South Africa
Advance knowledge in HIV/AIDS research. Drug Week , July, 714.
Dyer, E. (2004).The new face of AIDS. Crisis, 111, 28-31.
England, R. (2006, May). Coordinating HIV control efforts: what to do with the
national AIDS commisisons. The Lancet, 367, Retrieved July, 10,2006, from
http://proquest.umi.com
Exner, T., Seal, D., & Anke A. (1997). A review of HIV interventions for at-risk women.
AIDS and Behavior 1,93-122.
Foreman, F. (2003). Intimate risk sexual risk behavior among African
American college women. Journal of African American Studies, 33,637-652
Foreman, F.. (2003).African American college women: Constructing a
hierarchy of sexual arrangements. AIDS Care , 15,493-504.
Gentry, Q., Elifson, K, & Sterk, C. (2005). Aiming for more relevant HIV risk reduction:
137
An African American feminist perspective for enhancing HIV intervention for
low-income African American women. AIDS Education and Prevention, 17, 238-
252.
Georgia Department of Human Resources. (October 2005). HIV/AIDS At A Glance
Office of Communications. Retrieved September 5, 2006, from
www.dhr.state.ga.us
Waites, K. (2006, June).Invisible women: Herbert Ross' boys on the side puts
HIV/AIDS and women in their place. Journal of Popular Culture, 39,479-493.
Klien, H., Elifson, K., & Sterk, C. (2003). "At Risk" women who think
that they have no chance of getting HIV: Self-assessed perceived risk. Women &
Health, 38,47-63.
Lemelle, Jr., A.. (2002).Racialized social system and HIV infection: The case of
African Americans. International Journal of Sociology and Social Policy, 22, OS-
IS?.
McNair, L., & Prather, C. (2004). African American women and AIDS: Factors
influencing risk and reaction to HIV disease. Journal of African American
Psychology, 30,106-123.
Mitchell, C, & Linsk, N. (2004). A multidimensional conceptual framework for
understanding HIV/AIDS as a chronic long-term illness. Social Work, 49,469-
477.
Mize, S., Robinson, B., Bockting, W., & Scheltema, K. (2002). Meta-analysis of the
138
effectiveness of HIV prevention interventions for women . AIDS Care, 14,163-
180.
Quirk, K., & DeCarlo, P. (1998). What are women's HIV prevention needs?.
Center for AIDS Prevention Studies, Retrieved July 10, 2006, from
http://www.caps.ucsf.edu/womenrev.html.
Reif, S., Geonnotti, K., & Whentten, K. (insert year). HIV infection and AIDS




Robinson, B., Uhl, G., Miner, M, Bockting, W., Scheltema, K., Rosser, S, et al. (2002).
Evaluation of a sexual health approach to prevent HIV among low income, urban,
primarily African American women: Results of a randomized controlled trial.
AIDS Education and Prevention, 14, 81-96.
Sormanti, M, Pereira, L., El-Bassel, N., Witte, S., & Gilbert, L. (2001). The role of
community consultants in designing an HIV Prevention intervention. AIDS
Education and Prevention, 13,311-328.
Sterk, C, Klein, H., & Elifson, K. (2004). Perceived condom use self-efficacy among At-
Risk women. AIDS and Behavior, 7,175-183.
Timmons, Shirley M., & Sowell, Richard L. (1999). Perceived HIV-Related Sexual Risks
and Prevention Practices of African American Women in the Southeastern United
States. Health Care for Women International. 20,579.
139
World Health Organization. (2005). Important progress seen in tackling AIDS, but
epidemic continues to outpace response, says new comprehensive global AIDS
update. Proceedings of the UN High-Level Meeting on AIDS
